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N attempt to crystallize our present 
knowledge of the ductless glands and their 
relation to blood-pressure as it concerns 

surgery must be based upon a clear idea as to 
which of the factors entering into the composite 
known as blood-pressure might be expected to 
have any relation to the ductless glands, as well 
as which of these factors would be of interest to 
the surgeon. It is of course true that the relation 
of blood-pressure to surgery is no different from 
the relation of blood-pressure to physiology, and 
that a thorough understanding of one problem im- 
plies an understanding of the entire question. 
This is not the place for a discussion of blood- 
pressure as the problem presents itself to the 
physiologist; and yet it is necessary to briefly 
review the general field in order that the factors 
of blood-pressure, as related to the theory and 
practice of surgery, may be made perfectly 
clear in their relation to the whole field, and 
particularly in their relation to the ductless 
glands (1). 

The term “blood-pressure” refers to the ten- 
sion of the arterial wall produced by the systole 
of the ventricle and transmitted by an incom- 
pressible fluid. Three elements enter into this 
apparently simple proposition: hydrostatic pres- 
sure, the pressure due to the weight of the fluid 
itself; hydrodynamic pressure, the pressure due 
to movements within the fluid itself; and hy- 
draulic pressure, the pressure caused by force 
exerted upon the contained fluid by the vessel 


walls and their external factors, the fluid being 
contained within a closed system of elastic tubes. 
Hydrostatic pressure often interests the surgeon, 
though not in connection with our present dis- 
cussion; he makes use of it in its most simple 
application in combating the cerebral anemia of 
a fainting patient—the patient being placed in a 
prone position so that the mere weight of the 
blood will carry it toward the head, or at least 
not away from it. Hydrodynamic pressure hard- 
ly interests the surgeon; its consideration is 
essential to an understanding of certain phenom- 
ena of the transmission of pressure, such as are 
encountered in the study of the pulse-wave. 

The hydraulic pressure of the blood is the re- 
sultant of a primary force generated by the 
contraction of the heart acting against a resist- 
ance produced by the friction of a viscid fluid, 
chiefly in the small vessels of the periphery. The 
resistance to the force exerted by the systole of the 
heart results in a tension of the vessel wall. This 
tension, which is what is meant by the term 
“blood-pressure,” depends upon the elasticity 
of the wall and the force which stretches it. The 
elasticity of the wall depends upon the inherent 
elasticity, due to the presence of elastic fibers and 
membranes, and upon the so-called “tone” of 
the involuntary muscle-cells which form the chief 
element in the wall of the arteriole. By “tone” 
we mean the peculiar condition of partial con- 
traction characteristic of the normal smooth 
muscle-cell, an inherent property more specifically 
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termed “ myotatic irritability ’’—the responsivity 
to the mechanical stimulus of stretching. 

The force acting to stretch the vessel wall will 
depend upon the amount of blood in the vessel, 
which is in turn dependent upon the relation of 
the inflow to the outflow. The inflow will 
depend upon the volume of blood forced out of 
the heart at each systole and upon the rate of 
the heart-beat; the outflow will depend upon the 
resistance, especially the resistance in the arte- 
rioles, and the consistency of the blood. Con- 
trolling all these factors, balancing one against 
the other, or even balancing a dilation in one 
part of the body by a constriction in another 
part, is the vasomotor system. 

If we now seek among these factors for those 
which might be directly influenced by the duct- 
less glands, we find two, the tone of the muscle- 
cells of the arterioles and the increased re- 
sistance in the arterioles, caused either directly 
by a contraction of the muscle-cells, or indirectly 
by an increased responsivity to vasomotor im- 
pulses. I have spoken only of the arterioles, 
since physiologists are now agreed after some 
years of disputation that it is in the finest branch- 
ings of the arteries that a resistance could be en- 
countered, first, on a basis of physics — the 
blood passing from the arterioles into the capil- 
laries enters a system of greater cross-sectional 
area and therefore of diminishing resistance; and 
second, because the arterioles contain the only 
device found in the periphery by which the caliber 
of the vessels can be changed; namely, the smooth 
muscle-cells which in the arterioles constitute the 
only element in the vessel wall except the endo- 
thelial lining. It has been calculated that by far 
the greater portion of the total blood-pressure 
is spent in the small arteries and arterioles, 
the capillaries using but one-fourteenth of the 
total (2). 

BLOOD-PRESSURE FROM THE CLINICAL VIEW- 

POINT 

It seems advisable to step for a moment beyond 
the strict bounds of this review and consider 
from the clinical side the blood-pressure condi- 
tions which interest the surgeon. Surgery has 
to deal with the acute or semiacute failures of 
blood-pressure which are unfortunately grouped 
together under the term ‘“shock”—a _ term 
when so used of about as much descriptive power 
as the term “rheumatism” in medicine—and 
for which some ill-defined failure of the vaso- 
motor center is quite frequently held responsible. 
Because of the complexity of the problem of 
blood-pressure, which I have endeavored to in- 
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dicate in the simple recapitulation of the factors 
involved, added to the vagueness of the clinical 
concept of shock, it is quite natural that many 
theories have been evolved. My own belief is 
that the chief cause of this confusion is the at- 
tempt to explain all forms of death accompanied 
by low blood-pressure on the same basis. It is 
certain that the characteristic symptom of shock 
—low blood-pressure with congestion of the 
splanchnic area—can be produced by several 
primary factors, and in the interest of clarity of 
ideas, especially as regards practice, I suggest 
that the conditions which may be followed by low 
blood-pressure and consequent death be separated 
into four groups. I appreciate the difficulties 
confronting the clinician when attempting to 
bring certain cases under any classification; but 
I also appreciate that the present confusion leads 
nowhere either as to theory or as to treatment. 

First, I would define as syncope, from ovyxorn, 
a cutting short, the condition in which the blood- 
pressure falls because the function of the great 
autonomic centers is cut off short. A blow on 
the head may result in immediate syncope 
(cutting short of function) if the force be sufficient 
to cause that condition of the cerebral centers 
best spoken of as commotio cerebri; or else a 
hemorrhage or a cerebral oedema follows, and 
the intracranial pressure rises until it cuts short 
the function of the centers. The bounding pulse 
characteristic of the early stages of this condition 
is sufficient proof that the vasomotor mechanism 
is performing its function, It is obvious from 
the practical side that in such a condition the 
head should not even be lowered, as the pressure 
in the cranium would thereby be merely increased 
by adding the factor of gravity in the venous 
system to an already dangerous pressure; nor 
would bandaging of the limbs, nor stimulation of 
the vasomotors, nor infusion of salt solution be 
indicated. The only direct indication is to re- 
lieve this pressure on the centers. The condition 
is largely a mechanical one, and the ductless 
glands do not enter into the problem. 

Second, I would define as collapse—collabere, 
to fall together— the condition in which by the 
phenomenon called cardiac inhibition the 
machinery of the circulation fails, the comp!ex 
mechanism of cardiac activity falls to pieces, 
as it were. This is a condition seen after a blow 
on the chin or on the larynx, or after a blow over 
the solar plexus, and is probably the common 
cause of deaths under inhalation anesthesia, 
especially in operations about the larynx. Here, 


again, the ordinary vasomotor stimulation is 
not indicated, although it is perhaps possible to 
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hope by excessive vasomotor stimulation to over- 
come the inhibition. 

Saline infusion, bandaging of the extremities, 
transfusion of blood—alk this is contra-indicated; 
the engine is stalled, and putting on more load 
will not start it. While this condition is not 
thoroughly understood, and we consequently 
have no satisfactory suggestion for treatment, 
there has been no suspicion that the ductless 
glands play a réle in cardiac inhibition. 

In a third class I would place hemorrhage. 
Without denying that loss of blood may be a 
factor in the production of the clinical condition, 
which appeals to my mind as true surgical shock, 
I still object to grouping deaths due to hamor- 
rhage under the caption of ‘death from shock.” 
Death occurs after hemorrhage at a time when 
a sufficient quantity of red cells is still left in the 
body to carry on all the normal functions of the 
blood, but when the fluid column of the blood 
has become so diminished that the heart cannot 
get a grip upon it; it is here that the factors of hy- 
draulic pressure, of amount of fluid in the vessels, 
of relation of inflow to outflow, of rate of heart- 
beat and diastolic filling of the heart, of coronary 
circulation, etc., enter into the problem. If we 
now simply increase the amount of fluid contained 
in the vascular system, all these factors are in- 
fluenced favorably, and the heart can once more 
resume its work. The problem of what to use 
to increase this fluid content of the body is to 
my mind not yet settled. Salt solution does well 
in most cases, but a loss of a large proportion 
of the formed elements of the blood with the res- 
toration of the fluid amount by salt solution 
alone must diminish the viscosity of the blood 
and thereby greatly lower the normal peripheral 
resistance. It may be for this reason alone that 
the running pulse of hemorrhage does not always 
properly react to saline infusion. 

It is possible that modern colloidal chemistry 
will offer some substitute for saline which will 
enable us to keep the viscosity of the blood nearer 
its normal. That such a loss of blood would 
affect the ductless glands in common with all the 
structures of the body must be taken for granted; 
but such secondary effect upon them is not the 
subject of our present discussion. 


SURGICAL SHOCK 


Now, having ruled out head death, heart 
death, and hemorrhage death, what is left to 
constitute the group which might be called shock? 
True surgical shock is to my mind the condition 
marked by a gradual, persistent, progressive 
fall of blood-pressure, such as characterizes cer- 
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tain cases after extensive crushing injuries with 
practically no loss of blood, cases of extensive 
burn, and many intra-abdominal conditions, 
particularly high intestinal obstruction, or ileus, 
and acute hemorrhagic pancreatitis. These in 
my opinion are instances of primary failure of the 
peripheral mechanism, by means of which the 
vasomotor center accomplishes the task of dilating 
here, constricting there, and so balancing dilation 
and constriction that the general pressure remains 
near a constant level. It is in this group of cases 
that the ductless glands might be expected to 
play a part. 

While admitting the essential physiological 
inadequacy of such a comparison, we would ask 
pardon of the physiologist, and in order to make 
the point more concrete assume that the whole 
system is like a modern plant in which a central 
engine, the heart, performs direct work as a pump 
and in addition a part of its energy is directed to 
an electric generator, the vasomotor center, which 
through a wiring system, the cord and the peri- 
pheral nerves, but particularly the sympathetic 
nerves, transmits energy to many small motors, 
the machinery which transforms this energy into 
work at the periphery, the muscle-cells of the 
arterioles. Now the central plant may be in 
order, the electric generator running smoothly, 
the wiring system intact, but the small peripheral 
motors are broken, or only the carbon brushes— 
the myoneural junctions—are defective. The 
condition which concerns us in true surgical shock 
is, I believe, a failure of the small peripheral 
motors, the musculature of the arterioles, the 
only mechanism by which the energy of the vaso- 
motor centers can be transformed into the 
work of increasing or diminishing the resistance 
to the force of the systolic contraction of the heart 
and thus varying that tension of the blood-vessel 
wall which we call “ blood-pressure.” 


INFLUENCE OF DUCTLESS GLANDS 

The manner in which the ductless glands in- 
fluence the blood-pressure is by the production 
of a substance which either directly causes the 
smooth muscle-cell of the arteriole to contract, 
or else acts upon the substance which intervenes 
between the nerve-ending and the muscle sub- 
stance itself, the myoneural junction, perhaps 
thereby rendering the muscle more responsive to 
the control of the nerves. The product which is 


best understood, and which in all probability 
is the one with which we are most concerned, is 
a pressor or blood-pressure raising substance 
produced chiefly in certain cells of the suprarenal 
gland. The extracts of nearly all the glands 
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and tissues of the body yield depressor substances; 
but I am aware of no work up to the present which 
would indicate that blood-pressure is lowered 
through the activity of a depressor harmone, 
although such a possibility would not be entirely 
unreasonable. 

The possible extent of the effect of this supra- 
renal secretion is seen in the fact that in cats while 
adrenalin is active, stimulation of the vagi does 
not produce cardiac inhibition, and stimulation of 
the depressor is not followed by a fall of blood- 
pressure; or in other words, the chemical action 
of the suprarenal product may outweigh the 
effect of nerve impulses by producing an almost 
maximal stimulation of the myoneural substance. 

The suprarenal gland is a composite organ 
which derives its name simply from anatomical 
relationship. It has been assumed to have no 
relation to the kidney except a topographical one, 
although Cow (3) in a very recent article claims 
to have demonstrated direct vascular connections 
with the kidney and through these connections 
direct control of kidney function. The division 
of the gland into two parts, the cortex and medul- 
la, is likewise grossly anatomical. The two parts 
are, so far as we now know, independent, and, 
indeed are in some species anatomically inde- 
pendent. ‘The cells which lie on the outside of 
the gland in the higher vertebrates are apparently 
related to the sex glands, and like the cells of 
the sex glands, are derivates of the mesoderm. 
It is stated that these cortical cells, sometimes 
known as the interrenal system, can be entirely 
removed from a pregnant animal (4), when the 
cells of the corpus luteum seem to take over their 
function. Under other circumstances, as shown 
by Biedl (5) in his work with cartilaginous fish, 
in which the cortical or interrenal cells form struc- 
tures independent of the medullary or chromaf- 
fine cells, the interrenal system is essential to 
life. 

This close embryological relation to the sex 
glands doubtless explains why aberrant or super- 
numerary bodies made up of these cells alone 
may be found along the spermatic cord and even 
in the epididymis or in the ligamentum latum. 
The function of the cortical cells of the suprarenal, 
or the interrenal system, therefore, does not con- 
cern us here. 

The cells of the interior of the suprarenal gland, 
or the medulla, belong to a widely scattered 
group of cells derived from the sympathetic 
nervous system and therefore are of ectodermic 
origin. They may be looked upon as nerve-cells 
which have taken on glandular functions. 
Grouped together they are known as the chromaf- 
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fine cells, and in their entirety as the chromaffine 
system. The term is based on the peculiar 
affinity possessed by these cells for chromic acid 
or its salts (6) and should not be confused with 
the term chromophile (xpouw, color, ¢udw, to love) 
which is applicable to any cell which takes a dye 
with unusual ease. These chromaffine cells are 
found in greatest number in the medulla of the 
suprarenals; they also occur in the sympathetic 
paraganglia which appear along the course of the 
sympathetic nerves, in the carotid body, and in 
Zuckerkandl’s organ. Vincent (7) believes that 
investigators have not given sufficient attention 
to this “extracapsular” chromaffine tissue, the 
total amount of which exceeds the amount con- 
tained in the suprarenal medulla. 

The work of Langley (8), Elliott (9), Brodie 
and Dixon (10), and others have shown that the 
product of the chromaffine cells acts upon a given 
structure in exactly the same manner as does 
stimulation of the sympathetic nerve supplying 
that structure; therefore some muscular struc- 
tures, for instance, react to adrenalin by con- 
traction, others by relaxation. 

From this fact it is concluded that the chromaf- 
fine product does not influence the muscle-tissue 
itself, and since its activity is manifested after 
degeneration of the nerves (9) it cannot be the 
nerve itself which is influenced. The comparative 
study of adrenalin and many other substances 
led Langley (8) to the conclusion that the point 
influenced by adrenalin must be a substance inter- 
posed between the muscle and nerve—the myo- 
neural junction. 

The question of the function of this chromaffine 
system seems to be undecided only as to its extent. 
Bied! concludes (11) from his exhaustive review 
that “ Die physiologische Adrenalinaemie fuer den 
staendigen Tonus sympatisch innervierter Organe, 
vor allem fuer den Gefaesstonus und Zuckertonus 
von ausschlaggebender Bedeutung ist.”” Vincent con- 
cludes (12) that—adrenalin is constantly poured 
out into the circulation; the most generally ac- 
cepted theory concerning the purpose of this 
secretion is that it helps to maintain the tone of 
the muscular organs which are innervated from 
the sympathetic, and especially the muscular 
wall of the blood-vessels; the final determination 
of this question demands further work. Cannon 
(13), on the other hand, doubts that the mainte- 
nance of normal tone is dependent upon the supra- 
renals and thinks they are reserves for times of 
stress, such as in conditions of fear, emotional 
excitement, etc., when an increased activity of 
the suprarenals can be demonstrated. Cannon 
states further, however, after giving his reasons 
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why suprarenal secretion cannot be a factor in 
maintaining the normal high tonus of the vaso- 
motor system, that “It is probable, however, 
that incredibly minute amounts of this substance 
in the circulating blood somehow sensitize the 
myoneural junctions of the sympathetic system, 
and thus aid the nervous action.” 

My own experience leads me to the conclusion 
that the suprarenals are concerned in the mainte- 
nance of normal vascular tone. If these organs 
are removed and a continuous kymographic trac- 
ing is made over a period of several hours, no 
change will be found to occur except a gradual, 
persistent fall of blood-pressure. I have never 
obtained what is to me the picture of surgical 
shock in any other way (14). It seems therefore 
agreed that the chromaffine system is concerned 
in the maintenance of vascular tone at one time 
or another. 

It seems then justifiable to conclude that de- 
structive changes in the chromaffine system would 
result in low blood-pressure, accepting the ma- 
jority opinion, or in an inability to meet an emer- 
gency demand, such as the emotional excitement 
of a surgical operation, if we agree with Cannon. 
Such changes, tending toward a lessening of 
function, have been described in many conditions 
which may concern the surgeon. Thus Battelli 
and Roatta (15) found a reduction to one-third 
of the minimal normal amount of adrenalin in 
the suprarenals of dogs which had run in a tread- 
mill until fatigued. Schur and Wiesel (16) 
confirmed these results, finding a reduction in the 
cells of the medulla, and disappearance of chro- 
maffinity, of reaction to ferric chloride, and of 
production of mydriasis by extracts of such 
organs. 

Certain constitutional diseases, such as the 
status lymphaticus, are marked by an hypoplasia 
of the suprarenals. This finding was confirmed 
on a large material by Hedinger (17). The fact 
that patients in this condition seem especially 
susceptible to accidents of narcosis led Schur 
and Wiesel (16) to an experimental study of 
the effects of narcosis upon the chromaffine sys- 
tem. They found that the specific cells of the 
medulla of the suprarenals showed a progressive 
loss of affinity for chromic acid salts, this de- 
creased staining reaction becoming more marked 
as the time of narcosis lengthened until, after 
three to five hours’ narcosis, no more chromaffine 
cells were found; synchronous with this loss of 
chromaffine substance was the disappearance of 
the mydriatic action of extracts of such supra- 
renals on the enucleated frog’s eye, and the dis- 
appearance of the iron chloride reaction. If the 


animals were allowed to recover from the narco- 
sis, the chromaffine reaction reappeared, the time 
of reappearance varying, until from eight to 
twelve hours later the cells possessed their nor- 
mal affinity for the chromic acid salts. The 
extract of the suprarenal after five hours’ narco- 
sis showed no physiologic effect in one experi- 
ment. The result was the same with ether, 
chloroform, or Billroth’s mixture. 

Parkinson (18) states that he found no chromic 
acid reaction in the medulla of the suprarenals 
from two cases of post-operative shock. 

Hornowski (19) found in four cases of post- 
operative shock a condition similar to that re- 
ported by Parkinson. His experimental results 
are practically the same as those cited from the 
work of Schur and Wiesel. Hornowski’s most 
interesting conclusions are the following: ‘Chlo- 
roform increases the need for tonic substance 
and at the same time causes an exhaustion of the 
chromaffine system which may cause death. 
. . . Chloroform does not cause an immediate 
exhaustion of the tonic substance, but gradually, 
after several hours. . . . Chloroform may cause 
a sudden exhaustion of the chromaffine substance 
if it be not present in abundance. . . . The re- 
sistance of the organism to surgical shock is 
expressed in the possibility of satisfying a greater 
need for tonic substance, and in the ability of 
the organism to secrete it.” 

Kostlivy (20) reports two cases, one of death 
occurring seventy-two hours after narcosis in 
which the chromaffine substance was found in- 
tact; this he explains in the sense of a regenera- 
tion following Schur and Wiesel. A second case 
in which death occurred twenty-four hours after 
narcosis showed no demonstrable chromaffine 
substance. 

Schwarzwald (21) concludes from a study of 
ten cases of death during and after narcosis, in 
seven of which the chromic acid reaction of the 
suprarenals was found intact, that the question 
of the integrity of the chromaffine tissue under 
the influence of narcosis does not possess decisive 
importance. He is doubtless correct that such 
a theory will not explain all cases of death in 
narcosis, and it is interesting, in view of the at- 
tempt cited above, to clinically separate the cases 
called shock, to find among Schwarzwald’s cases 
three in which fatty degeneration of the heart was 
noted and a fourth case dying in eclamptic coma. 

Kohn (22) endeavors to prove by extensive 
experiments that the work of Schur and Wiesel 
is based upon untrustworthy technique, and that, 
therefore, their results are incorrect. 

After the removal of the suprarenals it has been 
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found that the pancreas begins to secrete and 
may show an astonishing secretory activity 
through a long period until the animal’s death (14). 
This fact, together with the fact that adrenalin 
inhibits the flow of pancreatic juice, which follows 
the intravenous injection of secretin, leads to 
the conclusion that the suprarenals exercise some 
sort of control over the pancreas. 

After prolonged etherization there may occur 
a flow of pancreatic juice, which may possibly 
mean that the suprarenals have been so affected 
by the narcosis that they have lost their control 
over the pancreas—in other words that the 
suprarenals are exhausted. 

The effect of various pathological processes 
upon the chromaffine system has been studied. 
Thus Langlois (23) found that extracts of the 
suprarenals after chronic infections were totally 
inactive. The same was found by Luksch (24) 
to be true of the extracts of the suprarenals of 
rabbits poisoned by the toxins of diphtheria, 
tuberculosis, and typhus. 

The relation of the chromaffine system to the 
vasomotor center has recently attracted the 
attention of many workers. The work of Biedl 
(25), Asher (26), Cannon (13), and Elliott (27) 
has demonstrated that the suprarenais are under 
the control of secretory nerves and that these 
secretory fibers are found in the splanchnics. 
The importance of this finding to our present 
discussion is seen in the conclusion of von Anrep 
(28) that “every rise of blood-pressure brought 
about by the agency of the nervous system, thus 
involves the co-operation of the chemical mech- 
anism represented by the suprarenal glands.”’ 
From the pharmacological standpoint, this rela- 
‘tion between the suprarenals and the centers 
has been shown. Richards and Wood (29) show 
that an increased secretion from the suprarenals 
occurs after the injection of strophanthin, but 
this increased secretion does not occur if the 
splanchnics or the cervical cord are cut; therefore 
strophanthin must influence the suprarenals 
indirectly by a stimulation of the centers. Elliott 
(27) finds that ether affects the secretion from the 
suprarenals, though not if the connections with 
the center are cut; hence the effect upon the 
suprarenals must be an indirect one through the 
splanchnics. His conclusion is that all con- 
ditions of anaesthesia are attended by exhaustion 
of adrenalin, but that ether, chloroform, and other 
drugs, such as pilocarpine and physostigmine, or 
even diphtheria toxin, appear to have no exhaust- 
ing action directly on the suprarenals—to which 
he adds the note, ‘Ultimately, however, the 
glands must be capable of automatic excretion 
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for the decentralized gland suffices to keep the 
animal alive. If in a cat the suprarenal on one 
side be removed and the splanchnic nerve of the 
other divided, the cat does not die untii the second 
suprarenal has also been excised.” 

There are then three factors in the problem of 
the relation of the ductless glands to blood-pres- 
sure: first, the glands themselves wkich are prob- 
ably subject to physiological and pathological 
changes. The evidence of such changes can 
hardly be considered absolute, but the weight of 
evidence points toward the conclusion that such 
changes do occur, even to the point of entire 
loss of pressor product. These glands are under 
the control of the second factor, the nerve-centers, 
so much so that if we agree with von Anrep (28) 
the changes in blood-pressure brought about 
through the agency of the nervous system are 
caused in part indirectly through the medium of 
the ductless glands. Elliott concludes: “It ap- 
pears probable that the suprarenal glands are 
played upon by the splanchnic nerves in the 
emotional and vasomotor reflexes with almost as 
delicate and ever-changing an adjustment as 
are the muscles of the peripheral tissues connected 
with the sympathetic nerves.” 

There is no evidence to show that the failures 
of the ductless glands to secrete are due to central 
disturbances, although such a possibility cannot 
be denied. Concerning the third factor, the 
muscle-cells of the arterioles, there is no evidence 
at hand to show that they are subject to physio- 
logical or pathological changes — except such as 
concern the myoneural junction, which is strictly 
speaking not a part of the muscle-cell—which 
would render them incapable of responding to 
vasomotor impulse or to the chemical stimulus of 
the chromaffine product. 


CONCLUSION 

It seems to me fair to conclude that in hypoplas- 
tic conditions, such as the status lymphaticus, 
and after chronic infective conditions and acute 
intoxications so commonly met in surgery, the 
chromaffine system is not normally produc- 
tive (30). 

If we agree with Cannon that this product is 
a reserve for times of stress, we find a basis in 
theory, in addition to the teachings of common 
humanity, for the avoidance of all pre-operative 
influences which tend to cause fear or excitement; 
if we agree that ether creates an abnormal 


demand for this chromaffine product, we have a 
basis in theory for the use of gas oxygen; in any 
case in which a hypofunction of the chromaffine 
system is suspected, or in which a hyperdemand 
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for this substance may be expected, the use of 
small amounts of adrenalin continuously adminis- 
tered in saline solution during the operation is 
undoubtedly indicated. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Cuneo, B.: Disinfection and Immediate or Early 
Reunion of Recent Wounds (Désinfection et 
reunion immediate on précoce des plaies récentes). 
Bull. Soc. de chir., 1916, xlii, 225. 


Cuneo asks, ‘‘Can a recent wound, say from 6 to 
12 hours old, be disinfected to such an extent as to 
allow complete immediate or early union? Is 
it obligatory to submit such wounds to continuous 
lavage lasting several days, and institute a bacterio- 
logical examination to assure that disinfection is 
sufficient to allow reunion?” 

As a matter of fact Cuneo has ignored such prac- 
tice for several months past, and has disinfected 
and sutured wounds on the spot. Hesimply irrigated 
the wound with pure or diluted oxygenated water, 
tincture of iodine, etc., and removed foreign par- 
ticles. In nine out of ten cases the wound did not 
present any complications. If the trajectory was 
infected he ripped it up. Hundreds of cases have 
been thus treated. He particularizes a severe gun- 
shot wound where the projectile had entered the 
exterior face of the left knee, and had its exit in 
the anterior part. In its trajectory the bullet tra- 
versing the external condyle of the tibia had caused 
multiple fissures. The point of exit was at the 
crest of the internal border of patella, fracturing 
this bond and tearing the capsule and skin. The 
wounded man had been lying with his knee on the 
ground for sometime. Cuneo widened the tear, 
cleared the bony passage of the bullet, washed it 
with oxygenated water, and immediately sutured 
his incision and the cutaneous wound. Recovery 
was without the least incident of infection. 

Sometimes Cuneo has tamponed such wounds for 
some hours before closure. He is satisfied that the 
results obtained by this method are superior to those 
obtained by the older procedure, and he criticizes 
the unnecessary official regulations which oblige 
an adherence to these older methods. _A. Goss. 


Goris: Preparation of Catgut (Preparation du cat- 
gut). Bull. Acad. de méd., Par., 1916, lxxv, 148. 


Preparation of a sterile and strong catgut de- 
pends more on the manufacture of the cord than 
upon the means of sterilization of this cord when 
finished. In a cord badly made sterilization is very 
difficult; in fact with cords not properly protected 


from possibility of infection by contact during the 
various stages of manufacture, there is no sterile 
catgut. 

The author shows the steps in the manufacture, 
and how infection may take place during these steps. 
Preparation of cords starting with aseptic strands 
is the only solution to ensure sterility. At every 
step they must be in accordance with our notions 
of bacterial asepsis. ‘They are finally immersed in 
a sterilizing solution. The author prefers tyndalli- 
zation in an eucalyptol-alcohol medium slightly 
glycerinated (5 days, 10 hours per day at 60°C.; 
alcohol at 90°C). This givesa sterile catgut suffici- 
ently supple. 

It is only by operating with cords prepared from 
sterile strands that catgut accidents can be banished 
from surgery. A. Goss. 


Fonio, A.: Coagulen Bandages (Ueber Koagulen- 
verbandstoff). Deutsche med. Wehnschr., 1916, 
xlii, 163. 

Fonio outlines the advantages of bandages 
saturated with coagulen in the treatment of hemor- 
rhagic wounds, or as tampons in the case of 
wounds which on account of infection must be 
treated openly. W. A. BRENNAN. 


Chaput, H.: Six Observations of Filiform Drainage 
(Six observations de drainage filiforme). Bull. Soc. 
de chir., 1916, xlii, 163. 

Chaput for some time has discarded the use of 
tubular drains in pathologic cavities and replaces 
them by filiform drains. These consist of threads 
of varied caliber. The drainage is capillary. The 
threads may besilk or caoutchouc varying in diameter 
from 3 millimeters or less to 6 or 7 millimeters in 
large cavities. He says that these drain much better 
than tubes and permit a more rapid recovery with 
an insignificant cicatrization. He reports six cases 
of abscesses and sinusites in which this method was 
followed with the results claimed. A. Goss. 


ASEPTIC AND ANTISEPTIC SURGERY 


Delbet, P.: Action of Certain Antiseptics on Pus 
(Action de certains antisepticiques sur le pus). 
Bull. Soc. de chir., 1916, xlii, 92. 


Delbet reports a number of further important 
experiments to supplement his previous communica- 
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tions on the disturbing action of disinfectants, on 
the defences of the organisms, and the cellular de- 
fence by phagocytosis, in the case of infected wounds. 
In these experiments he has studied the action of 
disinfectants on the pus itself. 

While some of his results were paradoxical in 
general even under conditions in every way favorable 
to the antiseptics, inasmuch as the pus specimens 
were immersed for 24 hours in the antiseptic solu- 
tions, yet sterilization was exceptional. Abundant 
cultures were generally obtained. The solution 
which has most frequently given sterilization is 
phenic acid 2 per cent. Stronger solutions were 
not tested. Pyocultures in phenic acid with 15 
different samples of pus showed sterile bouillon 
6 times. 

With other solutions the results were: 

With ether, twice sterile out of 8 pyocultures. 

With sublimate twice sterile out of 9 pyocultures. 

With oxygenated water once out of 6 pyocultures. 

With Dakin’s fluid twice out of 12 pyocultures. 

But it is not quite correct to say that sterilization 
is absolute since only a small quantity of pus was 
used and with larger amounts perhaps more fre- 
quent cultures would have been obtained. To 
explain why the number of microbes often increases 
in wounds dressed with antiseptics he formulates 
three hypotheses: (1) alteration in the leucocytes 
with the diminution or suppression of phagocytosis 
which it causes; (2) modifications in the vital fluids 
disturbing or suppressing their bactericidal proper- 
ties; (3) the tolerance of microbes to antiseptics. 

Delbet pays particular attention to the latter. 
He has obtained streptococcal cultures in a medium 
containing 20 drops to 2 per cent of phenol solution 
for 4 ccm. of bouillon. He has also developed these 
microbes in solutions saturated with ether. Toler- 
ance of bacteria to disinfectants is therefore estab- 
lished. 

Delbet considers that antiseptics can only reach 
microbes through the pus and in so doing they must 
act on the pus. In this action certain substances 
are formed which are favorable to the nutrition of 
the microbes. This further hypothesis explains 
why microbes persist in great numbers in certain 
points where antiseptics are applied in infected 
wounds. 

From his experimental researches Delbet claims 
that the application of a powerful antiseptic, such 
as Dakin’s fluid, to an infection area which is only 
slightly favorable as a culture point can turn that 
point into a good culture medium. A. Goss. 


Cuneo, B., and Meunier, L.: The Concentration 
of Surgical Solutions (La concentration des 
solutions chirurgicales). Bull. Soc. de chir. de 
Par., 1916, xlii, 300. 

Since recent war surgery experience has demon- 
strated that aseptic dressings alone will not suffice 
there has been a return to the use of antiseptics. 
Clinical and laboratory experience has shown, 
however, that our former notions of antisepsis must 
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be modified. We must admit that no antiseptic 
solution must be placed in contact with a wound 
which may be injurious to the neighboring tissues. 
Protection of the cells, which Delbet calls ‘‘ orthophy- 
laxy,” must be borne in mind. The ideal solution 
which can destroy microbes without destroying the 
elements of the organism is still a desideratum. 

The experimental work of the authors is based on 
the conception that in every infected wound, the 
cell, the phagocytary element, plunges into the 
purulent secretion which constitutes its natural 
humid dressing. It is very evident that the organ- 
ism must tend to give this pus, the phagocytary 
battlefield, that concentration which permits the 
living cell in this milieu to struggle with maximum 
efficiency against microbic invasion. 

To study such pus concentration therefore ap- 
peared to the authors the most scientific method 
for finding the concentration which any surgical 
solution must have which is destined to treat in- 
fected wounds. Pus may be considered as a serous 
fluid holding microbes and leucocytes in suspension. 
Its concentration is a function of the peptones, 
salts, etc., dissolved in it, also of its osmotic dilution. 

The method used to study concentration of pus 
was cryoscopy, as being most clinical and most 
exact. The pus was filtered. From this first 
series of experiments the authors draw these con- 
clusions: (1) Pus serum has different cryoscopic 
indices varying with each type of pus. (2) The 
cryoscopic indices of different kinds of pus may be 
ranged in two groups. High indices belong to those 
furnished by patients with high temperature or 
gathered at the moment of incision; weak indices 
come from pus taken from cavities already opened 
and without great thermic reaction. 

In a second series of experiments the authors 
sought the cryoscopic index of pus taken from the 
same wound at different stages of its purulent evolu- 
tion. They found that the purulent serum had a 
varying cryoscopic index corresponding to the 
function and the age of the wound. Towards re- 
covery this tends towards 0.40. Their experimen- 
tal results agree with the clinical experience of Del- 
bet who found that MgCl solution at 12.10 per cent 
gave the best leucocytary action, also with those of 
Richet who found that this solution at this concen- 
tration was most favorable to the development of 
lactic ferment. 

The practical conclusion from the author’s study 
is that the surgeon should only dilute the purulent 
serum of wounds with solution whose concentration 
equally tends towards the recovery index, i.e., 0.40. 
Examples of such surgical solutions are tabulated. 

A. Goss. 


ANZSTHETICS 


Ugaz, R.: Regional and General Anesthesia (La 

anestesia regional o territorial). Tests, Lima, rors. 

The conclusions of the author’s thesis are as 
follows: 
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1. Anasthesia, local, regional, or general, is the 
most precious conquest of modern surgery. Its 
importance is indisputable and its future brilliant. 

2. It is impossible to be exclusive in weighing 
the evident superiority of one method of anesthesia 
over another. 

3. The combination of novocaine and adrenalin 
is physiologically potent, of great anwsthetic value, 
and is a hemostatic and cardiotonic. 

4. During the course of operations, never has he 
seen any disagreeable accidents occur to the patient 
or the surgeon as a result of the anaesthetic. 

5. No post-anesthetic or secondary accidents, 
vomiting, neither pulmonary nor cardiac, hepatic 
nor renal lesions, followed the use of the above anas- 
thetic; that is why its use is recommended in all such 
interventions in which the anesthetic might prove 
injurious to those organs. 

6. The inocuity of novocaine, permits of its use 
in large doses. 

7. The vasoconstrictor action of adrenalin, which 
allows of a nearly bloodless operation, ‘‘ making it 
equal to a dissection upon a cadaver,”’ fills the need 
existing among other local anesthetics. 

8. The physiologic preparation, being an_iso- 
tonic solution, eliminates the inconveniences result- 
ing from an acute intoxication, especially bulbar 
anesthesia. 

9. The method is found to be an excellent one; 
the results, doubtful or bad, are due to improper 
technique. 

10. These conclusions are based upon the author’s 
practice in the Mayo clinic. Raout L. Vroran. 


Jacobson, J. H.: Local Anesthesia in Abdominal 
Surgery. J. Mich. St. M. Soc., 1916, xv, 57. 

The principal advantage of local anasthesia over 
all other methods is the all important factor of 
safety. The author believes that no operation 
on an adult should be performed under general 
anesthesia which can be equally well performed 
under local anesthesia. Novocaine, 0.5 per cent, 
adrenalin, 3 to 5 drops per ounce, is the solution 
usually employed by the author, who finds that 
the patient complains only during pulling and 
tugging, and that food may be taken shortly after 
the operation since there is seldom vomiting. 

The technique employed by Jacobson is essentially 
that described by Braun. The line of incision is 
blocked off by completely surrounding the area 
with a barrier of novocaine. In abdominal surgery, 
after the wall has been incised, any operation which 
does not involve tugging and pulling on the viscera 
can be performed. Local anesthesia is particularly 
indicated in the presence of alcoholism, nephritis, 
acute pulmonary lesions, and myocarditis. Opera- 
tions on the abdominal wall, suprapubic cystostomy, 
gastrostomy, jejunostomy, enterostomy, cholecyst- 
ostomy in debilitated patients suffering from 


empyema of the gall-bladder or severe jaundice 
from obstruction of the common bile-duct, appen- 
dectomy in tuberculous patients, all forms of hernia 
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and typhoid perforations should always be per- 
formed under local anaesthesia. The author has 
performed 140 abdominal operations under local 
anesthesia, 125 of which were for hernia. He has 
found the method of great help when combined with 
general anasthesia to lessen extreme rigidity of the 
abdominal muscles. FE. FiscHer. 


Beebe, H. M.: Some Experiences with Local 
Aneesthesia. J. Am. Inst. Homaop., 1916, viii, 
845. 


The author endeavored to ascertain the value 
of novocaine anesthesia as a routine procedure, 
using a 0.5 per cent solution preceded by the 
hypodermatic administration of 0.25 grain doses of 
morphine with 1/150 grain of atropine. The 
method requires a careful technique in that tissues 
not anesthetized must be gently handled. The 
time of operation was found to be considerably 
increased over that required by the general method. 

Fifteen partial thyroidectomies were operated 
upon under local anaesthesia, in three of which 
thorough infiltration of the skin was sufficient for 
the complete operation. In the others an injection 
into the muscles was made before lateral section 
was possible. The capsule and the gland _ itself 
seem to be entirely devoid of sensory endings. 
No more than the ordinary amount of bleeding was 
met with. One case suffered so much pain that the 
use of ether had to be resorted to and the operation 
was followed by haemorrhage, shock, and acute 
thyroid toxemia attributed to poor technique but 
the urine showed some albumin prior to operation. 

Many herniotomies were performed with resort 
to a general anesthetic in only one instance and 
with but one failure in skin repair, due to the use 
of too large an amount of the solution. Isolation 
of the cord is unpleasant but is not extremely 
painful. Congenital types are best repaired under 
general anesthesia. Intra-abdominal work was 
unsuccessful due, it is supposed, to faulty tech- 
nique. ‘Iwo amputations of the tibia were success- 
ful but accompanied by some pain. The removal 
of growths from the extremities was satisfactory, 
as was also the removal of a carcinoma of the 
tongue, epitheliomata of the lip, a radical excision 
of the cervical glands, and an enchondroma of the 
sternum, but a radical breast operation failed. 

E. K. ARMSTRONG, 


Savariaud: Prolonged Ethyl Chloride Anzsthesia 
During Extensive Dressings (L’anésthesie pro- 
longée au chlorure d’ethyle dans la pratique des 
grands pansements). Presse méd., 1916, Pp. 45. 


Experience in war surgery has shown that the 
process of dressing is more painful and tedious than 
in peace time and that it is necessary at times to 
render the patient unconscious. Savariaud de- 
scribes his method of using ethyl chloride by which he 
claims anesthesia may be prolonged for an hour. 
Recovery is rapid with this method. A. Goss. 
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SURGERY OF THE 
HEAD 


Barnes, F. R., and Slocum, M. A.: Fracture of the 
Skull. NV. ¥. M.J., 1916, ciii, 300. 


Of 8 cases of fracture of the skull in which 
lumbar puncture was not done, all died but one; 
while of t9 cases in which puncture was done 18 
recovered. The authors conclude that lumbar 
puncture should be done in every case of severe 
head injury, both for diagnosis and treatment, 
puncture being performed daily until recovery 
occurs. Trephining should not be done unless a 
definite indication presents itself, too much sur- 
gical interference being a mistake. The use of 
hexamethylenamine intraspinally is not attended 
by any harmful results but seems to be of little 
value in fracture of the skull. = E. K. Armstronc. 


Mériel, E.: Fracture of the Base of the Skull; 
Early Double Subtemporal Trepanation; Re- 
covery (Fracture de la base du crane; double 
trépanation sous temporale precoce; guérison). 
Bull. Soc. de chir., de Par., 1916, xlii, 48. 

Mériel points out that early operative interference 
in fractures of the base of the skull is exceptional. 
The field is difficult to approach for cleansing and 
disinfection, and besides the dangers concomitant 
to operation are perhaps as great as those due to the 
lesion. Mériel differs from this view and reports 
a case to show that benefit can follow a simple and 
rapid operation even in cases which are considered 
beyond the resources of surgery. 

In a very severe case of fracture of the vault ir- 
radiating to the base with hamorrhage from the 
nose and mouth, he practiced an early bilateral sub- 
temporal trepanation, decompressing and draining 
the cranial cavity. The technique followed was 
that of Lejars. Immediate benefit resulted. The 
clonic convulsions ceased, circulation became reg- 
ulated and the temperature approached normal. 
There was only slight subcutaneous suppuration. 
The man rapidly improved. Mériel advises the 
operation. Chudovsky in 1898 gave the mortality 
in non-operated cases of base fractures as 64.2 per 
cent. Cushing in operated cases had 13 recoveries 
in 15 cases and Vincent 7 recoveries in 7 operated 
cases. A. Goss. 


Velter, M. E.: Immediate Treatment of Penetrat- 
ing Skull Wounds (Le traitement d’urgence des 
plaies pénétrantes du crane par projectiles de 
guerre). Presse méd., 1916, p. 59. 

Velter, basing his opinion on his own results 
and those published by others during the war, thinks 
that the treatment of penetrating skull wounds 
should follow these lines: (1) systematic trepanation 
of all wounds, whether penetration is doubtful or 
certain; (2) immediate operation, necessitating 
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intervention as soon as possible after infliction of 
the wound and consequently close to the firing line; 
(3) wide incisions to give plenty of room to explore 
fully; and extraction of all intracerebral projectiles, 
even the smallest pieces; (4) in closing, to drain as 
little as possible; where the operation is early there 
is less fear of infection; (5) precocity of systematic 
intervention in cranial wounds is the essential 
factor of success... A. Goss. 


Morestin, H.: Reparation of Loss of Skull Sub- 
stance, Particularly of the Face, by Cartilagi- 
nous Transplants (Réparation des pertes de sub- 
stance du crane et particuliérement du front a 
Vaide de transplants cartilagineux). Bull. ef mém. 
Soc. de chir. de Par., 1916, xlii, 333. 


In a former report Morestin pointed out that 
cartilaginous transplants could be used in reparative 
surgery and showed by examples that loss of sub- 
stance in the skull could be repaired by grafts of 
cartilaginous substance. 

He now reports a number of other cases treated 
by this method. He thinks the procedure is a sim- 
ple, easy, and sure one for the closure of even ex- 
tensive cranial breaches; and is convinced that if 
others try it they will willingly adopt it, particularly 
for frontal breaches. Deformities resulting from 
the destruction of frontal parts and especially the 
orbital arcade are easily corrected by cartilaginous 
grafts; the results are very satisfactory and seem 
perfectly stable. The pieces of cartilage used 
by the author were obtained from subjects other 
than the one operated on. A. Goss. 


Abadie: The Extraction of Intracranial Projectiles 
in Two Stages: Trepanation for Access After 
Radiographic Location; Extraction Under the 
Radioscopic Screen (L’ablation des projectiles 
intercraniens en deux temps: trepanation d’accés 
aprés repérage radiographique; extraction sous 
Pécran radioscopique). Bull. Soc. de chir. de Par., 
1916, xlii, 3. 

Abadie thinks that all intracranial projectiles 
should be removed as early as possible. Where the 
foreign body is very distant from the point of entry 
or anatomically placed in such a way that the point 
of entry cannot be used as an approach, he uses the 
following technique. He makes a trepanation at a 
point selected on account of its proximity to the 
projectile and also to the vessels and other struc- 
tures. The dura is opened sufficiently to permit 
the introduction of a forceps, and the wound is 
temporarily dressed. On the next day or the day 
following, extraction of the projectile is carried out 
under the radioscopic screen, no anesthesia being 
necessary. 

Abadie considers that his method of extraction, 
a day or two after the operatory incision, avoids 
many causes of possible infection, and reduces the 
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maneuvers of extraction to a minimum. Some 
cases thus treated have been entirely successful. 
A. Goss. 


Mayet: Restoration of Loss of Cranial Substance 
by Insertion of an Osteoperiostic Flap Cut 
from the External Table of the Skull in the 
Vicinity (Restauration des pertes de substances 
craniennes par rabattement d’un_ volet ostéo- 
périostique taillé aux depens de la table externe 
dune région du crane contigué). Bull. Acad. de 
méd., 1916, Ixxv, 157. 

Many procedures have been attempted for the 
repair of extensive osseous breaches in the cranium, 
not only for the purpose of protecting the brain from 
injury, but also to prevent frequent hernias through 
the orifice. ‘The method now reported seems to be 
new. It has been tried in three cases and appears 
— simple, more rapid, and surer than those now 
used. 

In the cases reported the orifices were large, the 
diameter being at least 5 to 6 cm. 

The procedure adopted consists essentially of 
inserting in the breach a section composed of 
periosteum and of the external table, the cranial 
wall in the vicinity being cut out and the section 
fitted to the edges of the breach, to the soft tissues 
of which it becomes adherent. The superficial 
periosteum comes in contact with the dura mater 
to which it grafts easily. It preserves its connec- 
tions with the neighboring tissues by one of its 
edges and can be nourished through them. The 
graft is firmly held in its position by its soft parts 
and by tegumentary suturing. A. Goss. 


Climenko, H.: The Diagnosis of Brain ‘Tumor. 
N. Y. M. J., 1916, ciii, 305. 

Five cases are reported in order to illustrate 
some of the difficulties experienced in diagnosis. 
For a long time the first case showed only one 
symptom of intracranial pressure, convulsions. 
Finally all the symptoms of organic disease appeared 
with suddenness and were eventually shown to 
depend upon the presence of a glioma. In the 
second case the diagnosis was clear, the location defi- 
nite, yet at operation no evidence of increased intra- 
cranial pressure and no tumor was found. Not- 
withstanding this, all symptoms except the hemian- 
opsia and glycosuria disappeared. ‘The third 
case shows that it is possible to diagnose, localize, 
and remove a brain tumor; for that patient, after 
removal of a portion of a glioma, is practically well 
today. ‘The fourth case had all the general symp- 
toms of increased intracranial pressure with syphilis 
and nephritis clinically excluded, but no tumor was 
found at autopsy. In the last case also no tumor 
was found to account for the findings. 

The conclusion is that a diagnosis of brain tumor 
should be made with the utmost care, as any 
symptom may be utilized for or against a given 
diagnosis. What is regarded as a_ functional 


symptom may prove to be due to a tumor and the 
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statement is made that if convulsions begin first 
at or after middle age the diagnosis of epilepsy 
should not be made. Every such case sooner or 
later reveals its organic character. 

Some cases of brain tumor can be cured and 
most of them relieved of distressing symptoms, but 
only those in cases where the localization is cor- 
rectly made and where the tumor is in an accessible 
area of the brain. E. K. ARMSTRONG. 


Simmonds, M.: Cachexia of Hypophysary Origin 
(Ueber Kachexie hypophysaeren  Ursprungs). 
Deutsche med. Wehnschr., 1916, xlii, 190. 


About two years ago Simmonds reported a case 
of fatal cachexia which autopsy showed was due 
to destruction .of the hypophysis, cerebri. He 
now reports two additional cases. He thinks that 
there are cases of progressive cachexia in which no 
other anatomic peculiarity can be found except this 
destruction of the hypophysis; and that such cases 
must be regarded therefore as of hypophyseal 
origin. In the treatment of cachexia the origin of 
which is not clinically clear hypophyseal prepara- 
tions should be tried. W. A. BRENNAN. 
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Kirmisson: Congenital Torticollis (Torticolis con- 
génital). Rev. gén. de clin. et de thérap., 1916, xxx, 
129. 

Torticollis is always accompanied by atrophy on 
the side attacked. The consideration of this atrophy 
is of much importance to the surgeon who does not 
desire to expose himself to much unjust reproach. 
When the diagnosis of torticollis is certain complete 
recovery without a very grave operation can be 
expected. But although the operation has a sure 
effect on the reposition of the head, it can have no 
effect on the facial atrophy. Hence it is necessary 
to warn parents that it is impossible to cause the 
disappearance of this atrophy or at least that it 
can only be corrected after a long time, if at all. It 
is also a reason why intervention should be early. 
Operation should be performed at the age of five 
to seven years rather than waiting until the age of 
twelve to thirteen years. A. Goss. 


O’Day, J. C.: Carbohydrate Tolerance in Hyper- 
thyroidism. Surg., Gynec. & Obst., 1916, xxii, 206. 


The author describes cases in which the condition 
of hyperthyroidism was the cause of the carbohy- 
drate tolerance being destroyed. His first case 
presented the classical symptoms of the two diseases, 
diabetes mellitus and exophthalmic goiter. Not 
suspecting that the glycosuria might be related to 
the coexisting Graves’ disease, the latter was re- 
garded as the lesser of the two evils and treatment 
directed entirely toward the former. A total re- 
striction of carbohydrates was unavailing in secur- 
ing sugar-free urine. While the percentage was 
reduced, the sugar content of the blood remained 
unchanged. The patient finally died in coma. 
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Before the second patient with the same syndrome 
was encountered, the author having acquired some 
experience with the boiling water injections of 
Porter, applied this method to his second case 
together with the usual dietary treatment of 
diabetes. The goiter was injected daily, about 
60 minims of boiling water being used. In four days 
a carbohydrate tolerance was gained, increasing 
with each succeeding injection till, finally, with 
extirpation of the goiter, normal tolerance was 
completely restored. 

Reference is made to the work of Sainton and 
Gastaud of Paris, and the statistics given by them 
show the frequency of diabetes in exophthalmic 
goiter as three in one hundred cases. Clinically, 
diabetes occurring in the course of Graves’ dis- 
ease is manifest in two ways: (1) as a temporary 
or slight glycosuria with the usual symptoms of 
diabetes only present in a trifling degree, (2) as a 
well-established condition, with all the characteris- 
tic symptoms present, the latter frequently even 
dominating the clinical picture as a whole. The 
possibility of the adrenals participating in such 
a glycosuria is considered, owing to the thyroido- 
adrenal origin of exophthalmic goiter as taught by 
the Vienna school. This teaching is based on the 
theory that a relation exists between the thyroid, 
pancreas, and chromaffin system. 

The theory offers the explanation that by reason 
of a pancreatic and thyroido-adrenal antagonism, 
the disturbance of the pancreatic function might 
extend to complete suppression of glycogenesis. 
The second case is of special interest because the 
diabetes made its appearance one year prior to the 
enlarging of the thyroid gland and the presence of 
symptoms of exophthalmic goiter. Boiling water 
injections with subsequent extirpation of two- 
thirds of the gland restored the carbohydrate toler- 
ance completely. 

The author discusses briefly the glycosuria of 
hyperpituitarism, and closes by expressing the 
belief that the time is not far distant when many 
cases of diabetes will pass from the internist to the 
surgeon. 


Dowd, C. N.: Goiter; An Analysis of One Hundred 
and Thirty-seven Cases. J. Am. M. Ass., 1916, 
Ixvi, 480. 

This study has been carried on in an endeavor 
to find the best method of dealing with goiters. 
One hundred and thirty-seven cases were studied. 
The following deductions seem to be fair: 

1. For non-toxic patients who suffer from pres- 
sure symptoms or from neck deformity, cyst enu- 
cleation or partial thyroidectomy are extremely 
satisfactory procedures. The symptoms are re- 
lieved and the likelihood of later toxicity is almost 
abolished. 

2. For mildly toxic patients, operation is also 
very satisfactory. When the toxic symptoms 
develop in connection with pre-existing goiter, cure 
is almost certain. When they develop in the early 


stages of thyroid hyperplasia, cure is usually ob- 
tained, but cannot be expected with the same con- 
fidence. The operation may be by partial thyroid- 
ectomy, cyst enucleation, artery ligation, or by boil- 
ing water injection, according to the peculiarities of 
the case. 

3. The patients with advanced exophthalmic 
goiter present the most difficult problems. For 
their successful treatment many elements must be 
considered, including the complex nature of the 
ductless glands, their interdependence on each other 
and on nervous and chemical influences from 
other parts of the body, and the various thera- 
peutic measures which interrupt this vicious chain 
of disturbance. 

The hyperplastic thyroid gland seems to be the 
cause of many of the symptoms, and it is the organ 
most easily attacked in an effort to control these 
symptoms. The treatment consists largely in an 
endeavor to control its overactivity. 

Rest is an important element in this treatment. 

The injection of boiling water (Porter) has an 
undoubted influence and can be used for patients 
too ill for more radical measures. 

The ligation of the thyroid arteries is often very 
beneficial and can be used in preparing patients 
for hemithyroidectomy or as a substitute for that 
procedure. 

The excision of a part of the thyroid gland has 
been followed by so many satisfactory results that 
it must be considered our most reliable therapeutic 
measure. 

The administration of drugs and animal extracts 
and the use of the roentgen ray may be beneficial. 

The choice of these procedures should depend 
on the condition of the patient. If that choice is 
judicious, nearly all of these patients can be brought 
to a condition of marked improvement. 

Epwarp 


Pfahler, G. E., and Zulick, J.D.: The Treatment of 
Exophthalmic Goiter (Basedow’s or Graves’ 
Disease). Am. J. Roentgenol., 1916, iii, 63. 


Pfahler and Zulick give an extended review of the 
literature of the etiology, thymic hyperplasia 
(complicating), application of rays to ovaries in 
exophthalmic goiter, and theory of effects of roent- 
gentherapy. 

The authors’ roentgenograph all cases at the he- 
ginning of the treatment for diagnosis of projection 
into the thorax and thymus enlargement and for 
subsequent estimation of progress. 

As to the division of areas, when the thymus is 
not found enlarged by roentgenogram, they believe 
that a single dose directed through the sternum 
will be sufficient. When it is enlarged, the rays 
should be passed through two fields, one on either 
side of the median line below the clavicles and in- 
cluding the first, second, and third interspaces. 
When the goiter is not large and the Basedow symp- 
toms are not marked, it will probably suffice to 
treat the thyroid through each side, making two 
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doses crossfiring upon the interior of the gland. 
The treatment should not produce redness of the 
skin. 

Each dose should be carefully measured and 
filtered and at no time should more than 20 X or 
double tint “B” of the Sabouraud pastilles be ex- 
ceeded in any particular area of skin. 

The absurdity of a surgeon trying to direct the 
treatment by saying the patient shall be treated 
three times a week for a certain number of minutes 
can only be appreciated by those familiar with the 
factors that make up the total dose. ‘The quantity 
of rays will vary with the time of the exposure, 
milliamperage, the degree of vacuum of the tube, and 
the distance of the target from the patient. Gen- 
erally speaking, with a Coolidge tube, transformer 
current, a parallel spark-gap of nine inches and the 
target of the tube eight inches from the skin, 5 
milliamperes of current given for 5 minutes through 
3 millimeters of aluminum and one layer of sole 
leather, will give 18 to 20 X, or approximately double 
tint “*B,” and this is the dose the authors generally 
give. 

The doses should not be repeated inside of three 
or four weeks, and the authors generally repeat 
once in four weeks. After there is a distinct im- 
provement in the symptoms, the interval should be 
prolonged, for there is danger of reducing the secre- 
tion of the gland so as to have the symptoms of 
hypothyroidism instead of hyperthyroidism. 

The authors’ conclusions are: 

1. That the trial of treatment for one series with 
an interval of waiting for one month is justifiable in 
all cases, for if operation is decided upon nothing is 
lost, and many operations in this way can be avoided. 

2. Treatment should be directed toward both the 
thyroid and the thymus glands. 

3. An increase in weight and a decrease in pulse 
are the first signs of improvement and are practically 
always found. 

4. Treatment must not be prolonged over too 
great a period or hypothyroidism may be produced. 

5. The goiter and the exophthalmos are the last 
to show improvement, and in many cases show no 
change. Davip R. Bowen. 


SURGERY OF 


CHEST WALL AND BREAST 


Bloodgood, J. C.: Cancer of the Breast; Figures 
Which Show That Education Can Increase the 
Number of Cures. J. Am. M. Ass., 1916, Ixvi, 
552. 

A study of 1,577 cases of tumor of the breast, 
completed December 12, 1915, shows that cancer 
is on the decrease, and benign lesions of the breast 
are appearing more frequently in the surgical 
clinic at Johns Hopkins Hospital. The figures are 


so favorable that it seems almost just to state that 
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Basinger, H. R.: The Control of Experimental 
Cretinism. Arch. Int. Med., 1916, xvii, 260. 

The work reported in this paper was undertaken 
by the author primarily for the purpose of establish- 
ing a biological test for the active principle of the 
thyroid gland in the blood. 

The experiments were carried out on cretin rabbits 
and five lines of investigation were undertaken: 
(1) the transfusion of normal blood serum; (2) the 
transfusion of ‘“‘hyperthyroid” blood serum; (3) the 
feeding of standard U. S. P. thyroid products; (4) 
the feeding of Koch’s thyroid metaprotein; (5) the 
feeding of Kendall’s extract B. 

The author gives in detail the methods of carry- 
ing out the various experiments, and from his study 
the following summary may be made: 

1. Transfusion of normal blood serum into 
cretins has no effect on the condition of cretinism. 

2. ‘Transfusion of ‘‘hyperthyroid”’ (thyroid-fed 
animal’s) blood serum into cretins is effective in 
increasing the growth and in controlling the other 
symptoms of cretinism. The improvement, how- 
ever, is not so marked as with the thyroid feeding. 

3. Standard thyroid preparations (containing 
0.2 per cent iodine in organic combination), when 
given in carefully controlled non-toxic doses, will 
increase the growth of cretin rabbits and prevent 
the development of, or counteract, the other symp- 
toms of cretinism; but thyroid feeding fails to carry 
an absolute cretin to full normal stature. Discon- 
tinuing the thyroid feeding leads to a return of 
some of the cretin symptoms. 

4. The thyroid metaprotein of Koch is somewhat 
more active than standard thyroid preparations, 
but also more toxic. 

5. Kendall’s thyroid extract B has no effect on 
any of the symptoms of cretinism. It is non-toxic 
at least: in ordinary doses. 

6. Cretins are more susceptible than normal 
animals to the toxic action of thyroid (thyroid 
feeding). 

7. Cretin rabbits, despite their retarded rate of 
growth, continue to grow for a considerably longer 
time (four to six weeks) than the controls of the 
same litter. GerorGE FE. Beipy. 


THE CHEST 


education of women and of the profession can result 
in the elimination of cancer of the breast. 

From 1889 to 1900 the percentage of benign 
lesions was 32; from 1900 to 1910, 41; from 1910 to 
1913, 47; and from 1913 to 1915, 59; or from 1910 
to 1915, the percentage was 54. Therefore in 6 
years, as compared with the previous ro, the per- 
centage has increased 13 per cent. But in the past 
3 years it has increased 12 per cent over the previous 
3 years. 

Adenocarcinoma and cancer with areas of adeno- 
carcinoma are distinctly on the increase, but only 
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certain types, namely, those which develop with a 
short duration of the disease. Adenocarcinoma 
developing in pre-existing tumors of one or more 
years’ duration have decreased since 1910, while the 
benign tumors in which they may develop have 
increased. The percentage of adenocarcinoma 
from 1889 to 1910 was 10, while since r9r3 it has 
increased to 22 per cent. Fully developed cancer 
of the breast has decreased from go per cent during 
the years 1889 to 1900 to 78 per cent since 1913. 
Since roto there have been 13 examples of benign 
cystic adenoma with only 1 of malignant. Appar- 
ently the women have reported earlier while the 
lesion was yet benign. Galectoceles are on the 
increase. Whether there is a_ probability that 
galectoceles disappear spontaneously and are 
recognized because of the earlier reporting to the 
physician, or whether they may develop into car- 
cinoma is not determined. Of malignant papil- 
lomatous cysts, previous to ro1o there were 18 cases, 
since 1910, only 6 cases. Colloidal cancer is appar- 
ently on the decrease. 

Adenocarcinoma of the duct type is on the 
increase. Previous to to10o there were 16 cases, 
since 1910, 7 cases. The author is under the im- 
pression that this duct cancer, when it has been 
present some time, changes to a medullary car- 
cinoma. The type of adenocarcinoma in which 
there is the greatest increase is the type in which 
there is developed the so-called chronic cystic 
mastitis of the adenocystic type. Previous to 1910, 
II cases were reported, since 1910, 15 cases. 

There seems no doubt that adenocarcinoma of 
certain types is increasing, also mixed adenocar- 
cinoma and cancer, while the fully developed 
scirrhous, medullary, and cancer-cyst type are on 
the decrease. Chronic cystic mastitis, not asso- 
ciated with lactation, appearing as a circumscribed 
tumor shows a marked increase. In the first 20 
years there were only 11 cases, while during the 
last 6 years there have been 14. Chronic cystic 
mastitis, with development of large simple cysts, 
shows a great increase. In the first 20 years 95 
cases were reported; in the past 6, 85, of which 45 
have been observed since 1913. 

The author’s evidence shows that chronic cystic 
mastitis with large cysts has a tendency to disappear 
spontaneously. The benign form of chronic cystic 
mastitis, without large cysts, the adenocystic type, 
is on the increase; 20 cases were reported in the 
first 20 years, and 33 cases in the past 6 years. 
Observers state that malignancy is found in 50 
per cent of the cases. Since 1913 the percentage of 
malignant cases in the chronic cystic mastitis type 
has decreased to 30 per cent. We have here 
evidence that cancer in the adenocystic type of 
chronic cystic mastitis is an early form of cancer, 
and that if patients submit to operation at an 
earlier period the probabilities are that cancer 
will not be found, and the percentage of cures will 
increase from 92 to 100 per cent. It is evident that 
patients are seeking advice much earlier since 1913. 


It is very gratifying to find that the educational 
propaganda to combat cancer by seeking advice 
early is bearing fruit. The difficulties for the 
surgeon in making a diagnosis in cases of early 
breast tumor proportionately increased. 
Greater dependence is daily put upon the gross 
appearance of the tumor at operation, as well as 
the frozen section. In a certain percentage of 
cases of the borderline type, where diagnosis even 
by aid of the frozen section is most difficult, it is 
wise to do the radical operation. It is the author’s 
opinion that in from ro to 20 per cent of such cases 
an unnecessary complete dissection will be made on 
the supposition that the benign lesion might be 
malignant. Harry G. SLOAN. 


Cole, H. P.: Radical Amputation of the Breast 
Under Local Anesthesia. Surg., Gynec. & Obst., 
1916, xxii, 246. 

Cole reports his experience with radical removal 
of the breast with axillary dissection under local 
anesthesia after the method of Braun. 

He reports a case of an aged patient suffering 
with nephritis in which he first made a_ brachial 
plexus injection, using 10 ccm. of a 2 per cent 
novocaine adrenalin solution. He next produced 
conduction anesthesia by injecting 5 ccm. of a 
1 per cent solution about the first eight dorsal nerves. 
Then with a local infiltration of ao0.5 per cent solution 
he blocks the supraclavicular branches along the 
clavicle and the overlapping innervation from the 
opposite side of the chest along the sternum. 

An extensive dissection was carried out lasting 
over an hour and forty-five minutes, the patient 
experiencing no pain nor shock. He concludes 
that the ease and safety of operating with this 
method warrants its application in cases offering 
anesthesia complications. 


TRACHEA AND LUNGS 


Nilson, G.: Metapneumonic Empyema and Its 
Treatment (Zur Kenntnis des metapneumonischer 
Empyems und dessen Behandlung.). Nord. med. 
Ark., Stockholm, 1916, Airurgi, Part 1, No. 5. 

The author considers it an established fact that in 
children empyemas not uncommonly heal after 
throracentesis alone. The size of the empyema 
cavity, as well as the character of the exudate, 
plays an important part. Nilson states that in 
some cases of a thin pleural effusion with sediment, 
he has tried thoracentesis, and has seen these pa- 
tients healed after one single puncture. He ques- 
tions whether these borderline cases should not 
rather be classified as seropurulent pleurisy than as 
empyema. 

If the pus is thick and contains fibrin and amounts 
to more than one liter in adults, the author’s experi- 
ence has shown that real cure has never been effected 
by thoracentesis, and in such cases rib resection 
has to be resorted to. In his own cases the author 
has employed the primary resection of ribs in fully 
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developed empyema, with good results in all such 
cases. 

Nilson reports his cases treated at the hospital in 
Karlskrona during the period from 1903 to 1915. 
Of 465 cases of acute pneumonia there were 32 cases 
of empyema, or 6.8 per cent. There were 3 deaths, 
a mortality of 9.3 per cent, as compared with a 
mortality of 21 per cent reported by Borelius. 
Nilson disagrees with the common idea that em- 
pyema is prognostically a fairly harmless complica- 
tion, and expresses the view that the presence of 
empyema often seems to be the expression of a 
highly virulent infection. In his operative tech- 
nique he found that the best results were obtained 
by resecting that rib which in the sitting or half- 
sitting position of the patient corresponds to the 
lowest point of the pleural cavity. A piece about 
10 or 12 cm. was resected. 

The author lays especial stress upon the fact that 
in all his 27 cured cases the results were accom- 
plished without any secondary thoracoplastic 
operation being necessary to secure the best possible 
lung function. W. A. BRENNAN. 


HEART AND VASCULAR SYSTEM 


Conteaud and Bellot: Extraction of a Bullet from 
the Right Lobe of the Heart (Extraction d’une 
balle dans l’oreillette droite du coeur.) Rev. de 
chir., 1915, XXXiv, 433. 

Medical literature contains few observations of 
intracardial foreign bodies successfully removed, 
owing to the danger and difficulty of access. More- 
over in these few cases the end-results are not stated. 

The authors report the case of a patient who re- 
ceived a penetrating gunshot wound in the breast 
in the right subclavicular region March 14, tors. 
By the end of June the entry wound was cicatrized 
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but retrosternal pain and fever continued and the 
patient’s condition continued very unsatisfactory. 
Radioscopic examination during the latter part of 
September disclosed a bullet embedded in the right 
segment of the cardiac mass. Surgical interven- 
tion was not attempted until November 9. The 
sternum was sectioned horizontally. The pleura 
in the neighborhood of the cicatrice was found badly 
torn and could not be sutured, pneumothorax re- 
sulting. On opening the pericardium the two layers 
were found totally adherent with no free space. 
The right anterolateral face of the heart was stripped 
by the finger, and pushing into the profundity the 
bullet was found embedded just above the outlet 
of the inferior vena cava, and extracted. The 
condition of the patient was very precarious, still 
the respiration though weak was sufficient, and at 
no time was there a stoppage of the heart action. 
Hemorrhage was controlled by clamps; the torn 
lobe and pericardium were sutured; and after 
tamponage, hamostasis was perfect. ‘There was a 
comparatively slight loss of blood. Following opera- 
tion the condition of the patient was very fair and 
the pulse improved until the second day. He died 
November 11. Autopsy showed no signs of hemor- 
rhage either in the pleura or pericardum. 

The authors discuss the conditions under which 
surgical intervention in such cases is permissible 
and the chances of success. A. Goss. 


Coleman, W. J.: Incised Wound of Heart; Suture 
and Recovery. Maryland M. J., 1916, lix, 42. 


The author reports a case of razor wound of the 
chest opening the left pleural cavity, the pericar- 
dium, and heart. Closure of the ventricular wound 
with three catgut sutures and the institution of 
drainage resulted in recovery. 

WALTER M. Boorusy. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Bookman, M. R.: Common Abdominal Crises. 
N. Y. M. J., 1916, ciii, 296. 

The author regards pain as a symptom of cardinal 
value, especially as regards its chronology, period- 
icity, onset, and character. The differentiation 
between involuntary muscular rigidity and volun- 
tary muscular spasm is emphasized. In gall-stone 
disease the attacks of acute pain intermitting with 
periods of gastric distress, together with the shoulder 
radiation and costal localization are clearly detailed. 
A sign the author finds of value is hooking the finger 
in the umbilicus and causing traction to be made 
downward in the direction of the pubes, whereby 
traction is exerted upon the round ligament of the 
liver causing a rotation of liver bulk, resulting in re- 
ferred pain over the gall-bladder region. In perfor- 
ating gastroduodenal ulcer the patient’s posture is 


fixed and quiet with little or no abdominal move- 
ment. The early rigidity of the upper abdomen 
with intense epigastric pain should arouse suspicion. 

Acute appendicitis is represented as having the 
usual sequence of symptoms, as pain, nausea with 
or without vomiting, abdominal sensibility, rise 
of temperature, together with the ability of the 
patient to localize the point of maximum tenderness. 
Dietl’s crisis must be considered and is usually 
eliminated by the enteroptotic habitus of the pa- 
tient and by the history of similar disturbances. 
Renal or ureteral calculus very often simulates an 
abdominal crisis and as vomiting is frequently the 
initial symptom (coming on especiall , after a meal) 
it might obscure the diagnosis. Physical examina- 
tion is unsatisfactory as the patient cannot remain 
quiet long enough to permit a thorough examination. 
This in itself is a suspicious sign. Murphy’s ham- 


mer percussion is of undoubted value together with 
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variations in the usual urinary history. Pelvic 
inflammation is sometimes confused with the above 
types of abdominal crises and it is frequently over- 
looked by reason of the attempt on the part of the 
patient to deceive the*surgeon. ‘The necessity for 
vaginal and rectal examinations in all cases is em- 
phasized. C. G. Heyp. 


Hays, G. L.: Gunshot Wounds of the Abdominal 
Cavity. Surg., Gynec. & Obst., 1916, xxii, 176. 


Naturally all cases demanding exploration of the 
abdominal cavity are of serious import. Hays 
reports in detail 18 cases of gunshot wounds of the 
abdominal cavity with a general recovery of 61.11 
per cent. Of the total 18 cases, 13 had perforations 
of the hollow viscera with 7 recoveries, 53.84 per cent. 

Perforations occurred in all portions of the in- 
testinal tract from the stomach to the sigmoid in- 
clusive, except the duodenum. ‘The greatest num- 
ber of perforations in any one case was 16. ‘The 
time of operation after injury in those cases which 
recovered was from two to twelve hours, the average 
time being five and one-half hours. Those termi- 
nating fatally were operated upon from seven to 
fifty-seven hours after the injury, the average being 
seventeen hours. 

The symptoms are usually quite frank, but the 
presence of a wound of entrance alone demands 
exploration. 

The treatment is entirely operative. Early cases 
require closure of perforations and introduction of 
drainage. Extensive injury to the bowel itself or 
to its mesentery occasionally requires resection. 
Entero-enterostomy has been found of great value 
where closure of perforations in the small bowel 
results in partial or complete occlusion of the lumen. 
An artificial anus can be established and is valuable 
where operation is late and peritonitis advanced. 
The method followed in closing perforations was to 
appose the edges of the perforation with through- 
and-through silk suture, protecting with Lembert 
suture of the same material. 

Numerous complications occur following these 
injuries. Shock comes first. Peritonitis is always 
present. Threatened obstruction of the bowel and 
acute dilatation of the stomach should be kept in 
mind. Russian oil in good-sized doses with enemata 
at regular intervals has given good results in the 
former condition; lavage instituted early and re- 
peated is the procedure in the latter. 


Tisserand, G.: Why, How, and Where to Intervene 
in Abdominal Wounds (Pourquoi, comment et 
ou faut il intervenir dans les plaies de l’abdomen). 
Lyon chir., 1916, xii, 701. 


Tisserand’s experience with abdominal wounds in 
war leads him to the following conclusions: 

1. Almost all if not all true abdominal wounds 
have a fatal termination if they are not operated 
upon; surgical intervention can save a certain per- 
centage. 


2. The classes of abdominal lesions which may 
recover without surgical intervention are: (1) those 
in which there is no true perforation, cases in which 
the projectile has not traversed the totality of the 
wall, but is arrested in the immediate vicinity of the 
peritoneum; (2) wounds without visceral or vascular 
lesion; (3) lesions with only slight haemorrhage. 

Wounds of the abdomen ought to be mobilized 
as early as possible, and near the place where they 
occur if there are signs of grave internal hemorrhage 
or perforation of an important viscera, immediate 
laparotomy is indicated. In grave visceral wounds, 
Murphy’s operation is insufficient and in slight 
wounds it is useless. An absolute method of treat- 
ing such wounds cannot be determined. The con- 
ditions require that secure and adequately equipped 
shelters for such wounded must be provided close 
to the firing line. Types of such shelters in actual 
use are described and many illustrative cases cited. 

A. Goss. 


Vignard, P.: Operative Indications in Penetrating 
Wounds of the Abdomen (Essai sur le indications 
opératoires dans les plaies pénétrantes de l’abdomen). 
Lyon chir., 1916, xii, 721. 

Vignard has observed 20 penetrating abdominal 
wounds. Of these 9 were operated upon, and 5 
died; of the 11 which were not operated upon 2 died. 
Vignard’s experience is that an intestine even with 
multiperforations does not easily empty its contents 
into the peritoneal cavity, and that in such lesions 
hemorrhage is the principal danger; moreover, that 
death does not usually follow till at least twenty- 
four hours after the wound is received giving suffi- 
cient time for transportation to a point where 
operation can be performed deliberately. While, 
therefore, generally ranging himself with those who 
favor intervention yet he cannot agree with those 
who think that in every case such intervention ought 
to be made on the firing line. Apart from the op- 
eration itself, the wounded under such circumstances 
would be in the worst possible conditions. 

A. Goss. 


Hadley, M. N.: The Origin of Retroperitoneal 
Cystic Tumors. Surg., Gynec. & Obst.,1916, xxii, 
174. 

The origin of retroperitoneal cystic tumors has 
been the subject of much speculation and it is prob- 
able that the group of tumors generally classed as 
chyle cysts of the abdomen do not all have the same 
genesis. ‘The tumors which occur in the mesentery 
and have an epithelial lining are clearly not of the 
same origin as those under discussion. 

The close similarity in the contents and character 
of the wall which exists between the cystic tumors 
occuring in the lateral regions of the neck, and known 
as hygroma or hydrocele of the neck, and retroperi- 
toneal cystic tumors suggests a common origin. 

The embryological development of the lymphatic 
system offers a suggestion as to the origin of these 
two groups of tumors. This development is divided 


3 


| 


5908 


A median section of the tumor. (Barlaro and Olivieri.) 


into two stages. The primary stage consists of the 
development of a series of isolated lymph-sacs which 
are clearly derived from the veins, and which later 
become united by the thoracic duct. The second- 
ary stage involves the peripheral growth of 
lymphatic vessels which sprout out from the endo- 
thelial lining of these sacs and spread over the body. 

These primitive lymph-sacs are four in number: 
the jugular sacs located in the neck; the retroperi- 
toneal sac in the abdomen opposite the lower dorsal 
and upper lumbar vertebrw; and the posterior sac 
in the pelvis. 

If the development of a particular lymph-node 
were arrested at a stage when it was still a plexus 
we would have the basis for the development of a 
future cyst. 


Barlaro, P., and Olivieri, E.: A Case of Hernial 
Peritonitis (Un caso de peritonitis herniaria). 
Prensa méd., Argentina, 1916, 11, 321. 

The following case the author considers rare. A 
married woman, 50 years old, presented a large 
tumor in the hypogastric region to the left of the 
median line, where there was also found a cicatrix 
resulting from a former operation. The tumor 
followed an ascending line extending toward the 
hypochondrium of the same side. It was irreducible, 
smooth, very resistant, movable towards the ab- 
dominal parieties, non-adherent to the skin, dull 
on percussion, on palpation extremely painful to 
the patient, no pedicle could be elicited, indicating 
its penetration into the abdomen. With the aid 
of a local anesthetic, due to the patient’s precarious 
condition, the tumor was dissected with much ease, 
and it was noticed that at the median line it had a 
narrow pedicle which entered the abdomen. On 
opening the sac at this point, it was found to be 
penetrated by the small intestine, and penetrating 
further, it was found that the intestine was attached 
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to the fluctuating part of the tumor, giving out a 
large quantity of purulent fluid; attached to the 
parieties of the cavity and the intestinal ans there 
was also found a cavity filled with adhesions and 
fibrinous exudate. A general anesthetic was ad- 
ministered, and the entire hernial tumor was re- 
sected, making a terminal anastomosis. The bowels 
began to evacuate the day following the operation 
until the seventh day, when the patient died of 
cardiac collapse. The patient, when 15 years old, 
had had typhoid fever, and an eventration had been 
performed when she was 42 years old. The present 
condition developed one year prior to the author’s 
examination, and at that time she had pains in the 
belt line, especially the lumbar region; pains in the 
precordium, accompanied by palpitation, fatigue, 
and great oedema of the lower extremities. Before 
being admitted to the hospital, she had been un- 
conscious for an hour and a half. Her pulse was 
88; the second pulmonic sound accentuated. The 
tumor had been steadily increasing in size for 12 
years, until it had reached the size of a human head. 
The patient suffered also from a suppurating paro- 
titis. Radial and triceps reflexes were absent; 
Wassermann and Landau both positive. 

A median section of the tumor is shown in the 
accompanying illustration. The intestinal por- 
tions were all in one mass. A quantity of fibro- 
adipose tissue can also be seen. The tumor after 
being placed in formaline, looked like a solid tumor 
or a fibroma. Microscopically nothing of impor- 
tance was found, except the inflammatory exudate, 
partly purulent, partly fibrinous. The preliminary 
diagnosis made was that of an intrasacular hernial 
tumor. By exclusion, eliminating etiologic factors, 
such as appendicitis, perforation of the intestine 
by foreign bodies as in the cases of Petit and of 
Sloker, etc., the final definite, diagnosis made, was 
that of hernial peritonitis, the suppurating substance 
having been probably due to a metastasis from the 
suppurating parotitis. Raout L. Vioran. 


Ruiz, J.: Congenital Lumbar or Costo-iliac Hernia 
(Hernia lumbar, or costo-iliaca, congenita). Gac. 
med. de Caracas, 1915, xxii, 179. 


This form of hernia the author considers extremely 
rare. ‘Tillaux in his ‘Topographical Anatomy” 
cites Larrey’s collection of only 25 observations. 

The child Ruiz describes was 46 days old, born 
at term, without any accidents during pregnancy or 
labor. The child suffered from a left-sided hydro- 
cele, at the same level with the lumbar hernia. 
The pulse was 140; respirations 40 to 50; tempera- 
ture normal; tension of the large fontanelle normal. 
The family history was negative. 

The majority of lumbar hernias occur in the supe- 
rior lumbar triangle, reaching by continuity the 
inferior triangle of Petit, which is located between 
the sacrolumbar mass and the posterior border of 
the obliqus maximus, a space less resistant than the 
rest of the parieties. The author excluded the pos- 


sibility of a strangulated lumbar hernia for the con- 
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dition is so rare that the literature records only one 
case, that of Ravaton, who in 1738 operated on a 
pregnant woman who suffered from many complica- 
tions, due to a strangulated lumbar hernia, which 
was completely cured by the operation. 

As to the treatment, the author thinks that a good 
elastic truss, such as is used in umbilical or inguinal 
hernias, well applied, is the best. A radical surgi- 
cal interference in the case cited was not considered 
advisable, as the child was under three years of age 
and there was no sign of strangulation. 

Raout L, Vroran. 


GASTRO-INTESTINAL TRACT 


Maiolo, B.: Occult Hemorrhage of the Digestive 
Canal (Sulle emorragie occulte del canale diger- 
ente). Policlin., Roma, 1916, xxiii, 1. 

The presence of small quantities of blood in the 
gastric contents or faces has been found in the last 
few years to be of the greatest importance in the 
diagnosis of certain gastric and intestinal diseases. 
It has been demonstrated in many morbid condi- 
tions, such as intestinal tuberculosis, typhoid, 
dochmiasis, anaemia, and haemorrhagic diathesis. 
The author reviews the salient features of Ewald’s 
and Boas’ experimentations on the value of occult 
hemorrhages in the diagnosis of diseases of the 
digestive tract; notes the value of aloin, indicated by 
Klunge, Schar and Rossel; diphenylamine of Storch; 
phenolphthalein of Meyer and recommended by 
Boas. After considering the question of the blood 
pigment of alimentary origin (exogenous), influenc- 
ing Adler’s and Boas’ reaction, from the standpoint 
of his own experimentation and from observations 
gathered from others, he presents the following com- 
clusions: 

1. The clinical importance of occult hemorrhage 
in the faces and the gastric contents is in proportion 
to the reaction employed for its detection. 

2. The only valuable results are those obtained 
by a catalytic proof; a negative result does not 
exclude the existence of minimal traces of blood. 

3. Clinical proofs which must be resorted to, 
preceded by spectroscopic and microcrystalographic 
proofs, are exclusively the proofs of the benzin and 
phenolphthalein reactions of Boas. 

4. These two reactions are determinants of the 
quantity of blood as well. 

5. The two reactions are not always necessary 
but advisable in doubtful cases, to enable one to 
express an opinion of great clinical importance. 

Raout L. VIORAN. 

Koehler, G. F., and Walker, R. C.: A Clinical 


Study of Gastric and Duodenal Ulcer. North- 
west Med., 1916, xv, 58. 


The author makes three classifications: (1) med- 
ical ulcer, in which relief by medical treatment is 
usually prompt and lasting; (2) chronic ulcer, the 
borderline case in which the prognosis is often very 
uncertain, depending on the thoroughness of medical 


treatment and the presence or absence of complica- 
tions; (3) surgical ulcers, with recurring hemorrhages 
or complicated by contraction deformities of the 
stomach. 

Pain is the most constant clinical symptom of 
ulcer. Pain in duodenal ulcer is not so acute as in 
gastric and remissions of several weeks are the rule. 
Hunger pains and pains coming on four hours after 
ingestion of food are characteristic. Pain that 
wakes the patient up after midnight is characteristic 
of duodenal ulcer. In gastric ulcer pain is usually 
increased by the intake of food. Soda relieves it. 
Pain is localized in a small area in the pit of the 
stomach, going through to the back. Gastric ulcer 
pain is apt to be aggravated by exercise. The pain 
of chronic appendicitis is not so intense nor is it so 
definitely associated with the taking of food. In 
biliary colic, the patient usually can eat the coarsest 
diet without discomfort. Duration of pain does 
not correspond to that of gastric digestion. Local 
tenderness of the gall-bladder or of the liver is 
never absent when a calculus or inflammation is 
present. Finding of visible or occult blood in the 
stool is a valuable aid in the diagnosis between gall- 
bladder disease and ulcer. 

Small ulcers may not be demonstrable by the 
X-ray, but where the crater is sufficiently well 
marked they are easily discernible by this means. 
Co-operation between the internist and X-ray man 
will give a positive diagnosis in a case of ulcer in 
from 80 to go per cent of cases. 

It is the author’s opinion that every chronic, 
bleeding ulcer is a pre-cancerous lesion and must 
be dealt with accordingly. It is a cancer in the 
operable and curable stage, potentially, and excision 
is the only remedy. Periodic occurrences of abdom- 
inal pain, with intermittent motor insufficiency, 
produced by a reflex spasm of the pylorus, is almost 
pathognomonic of duodenal ulcer. When this re- 
curring spasm is observed, notwithstanding the 
fact that the patient has received correct medical 
treatment, operation is advisable. Hyperacidity 
seems to be an essential factor in the production of 
ulcer of the stomach, but the pain is more likely 
to result from movements of the part of the stomach 
involved in the ulcerative process. Vomiting occurs 
in a large percentage of ulcer cases, appearing some- 
what later than the pain, and in nearly every in- 
stance is followed by relief. In duodenal ulcer, 
vomiting is usually regular, except in complications, 
coming on one to four hours after meals. In gall- 
bladder disease, the vomiting is only at a crisis. In 
chronic appendicitis, vomiting is not so prominent 
a symptom as in ulcer, and does not afford the same 
degree of relief. Blood occurs in about 30 per cent 
of cases in the vomitus in gastric ulcer. Hamor- 
rhage due to malignant disease of the stomach is 
not commonly sudden and profuse. In acute ulcer 
the bleeding is more profuse and intermittent, where- 
as in the chronic type the amount is smaller and the 
bleeding more constant. 

In medical treatment of acute ulcer, the author 
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advocates absolute rest in bed for three weeks. 
The diet he advocates consists of raw eggs beaten 
up whole, alternating with a small amount of cold 
milk. Small amounts are given of each. At the 
end of the first week the patient is taking 6 eggs 
and 24 ounces of milk, when boiled rice and soft 
boiled eggs are added. In the event of hemorrhage 
nothing is given by mouth, neither food nor medicine. 
Harry G. SLoan. 


Basch, S.: Primary Benign Growths of the Stom- 
ach. Surg.,Gynec. & Obst., 1916, xxii, 165. 

Little attention has been given to the study of 
benign growths of the stomach. Their discovery 
in most instances has been an operative or post- 
mortem surprise. A study of reported cases reveals 
a number of important clinical facts. ‘The present 
paper considers only the genuine new-growths, in- 
cluding mucous polypi, adenomata, lymphadenoma- 
ta, myomata, fibromata, lipomata, myxomata, 
osteomata, and cysts. These are briefly discussed 
in general and in detail individually. The sympto- 
matology, diagnosis, prognosis, and treatment is 
next taken up and three observed cases are reported 
to illustrate more particularly the value of radiology 
in the diagnosis of these tumors. 


Friedenwald, J.: The Early Recognition of Cancer 
of the Stomach. Maryland M. J., 1916, lix, 27. 


As a plea for earlier recognition and operation for 
cancer of the stomach, Friedenwald cites his own 
experience with 266 cases, none of which are living 
today. Frankness in regard to personal statistics 
is to be commended, but sufficient details should be 
given as to the length of life after operation, patho- 
logical conditions found, etc., to prevent a mis- 
understanding of the report. Watter M. Boorusy. 


McNeil, H. L.: The Use of the Duodenal Catheter 
in Diagnosis. Am. J. M. Sc., 1916, cli, 106. 


Stimulated by the work of Einhorn, Chase, Crohn 
and Bondi and Salomon with the duodenal tube in 
diagnosis, the author has examined a number of 
cases using a technique differing materially from 
that ordinarily employed. By carefully avoiding 
the administration of tea, water, or any other 
substance he has been able to obtain a pure secre- 
tion in nearly every case. The so-called Jutte 
duodenal tube was found to be the most satisfactory. 
The contents removed were examined for the gross 
and microscopic appearance and chemically for free 
HCl, total acidity, lactic acid, Wolff-Junghan’s 
test for dissolved albumin, and pancreatic ferments. 
The author examined 25 normal cases, finding rather 
constant pictures. The free HCl ranged from o 


to 30, the total acidity from a trace to 30, a fairly 
constant amount of mucus, a few gastric epithelial 
cells, and a fairly constant percentage of dissolved 
albumin. 

The 12 cases of chronic gastritis which were 
studied rather constantly showed an excess of mu- 
cus, usually no free HCl, few cellular elements ex- 
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cept pus-cells, which were numerous, and a sluggish 
motility. The acute and subacute gastric cases 
showed a fairly high percentage of HCl, less mucus, 
and an increase in cellular elements. Hypersecre- 
tion was evidenced by a continuous watery, highly 
acid secretion, with free HCl varying from 60 to 8o. 
Microscopically the contents were negative. In 
ulcer of the stomach and duodenum the results were 
disappointing, though red blood-cells were recogniz- 
able. An ulcerative process was recognized by the 
pus-cells. In gastric carcinoma the. picture was 
that of a chronic gastritis. Cells showing mitotic 
changes were not found often enough to be of value 
in diagnosis. Free HCl was entirely absent, while 
the total acidity was usually comparatively high. 
In three cases of duodenitis there was a considerable 
amount of mucus and numerous bacteria. In three 
of four cases of typhoid fever the bacilli were found 
in the bile. The absence of pancreatic ferments in 
the duodenal contents and stools permitted a diag- 
nosis of carcinoma of the head of the pancreas. 

Achylia pancreatica, acute cholecystitis, and 
atrophic cirrhosis of the liver were all studied, but 
the results while interesting were not conclusive. 
The author believes that the following conclusions 
are justified as a result of this work: 

1. The direct method of study of the gastric and 
duodenal contents is of value in the diagnosis of 
acute and chronic gastritis, carcinoma ventriculi, 
acute ulcerations, pancreatitis, duodenitis, contin- 
uous hypersecretion, etc. 

2. Further study of hepatic and biliary diseases 
may be of value. 

The absence of pancreatic ferments in the 
duodenal contents is significant of obstruction of the 
pancreatic duct, especially valuable when associated 
with a marked diminution of diastase and trypsin in 
the ‘stools. 

4. The duodenal tube is the only means we 
possess of studying duodenitis. 

5. The tube is of value in detecting typhoid car- 
riers. E. K. ARMSTRONG. 


Jones, C. R.: Duodenal Feeding. Surg., Gynec. & 
Obst., 1916, xxii, 236. 


The duodenal tube as used by Einhorn and modi- 
fied by Morgan furnishes nutrition and has advan- 
tages over rectal or stomach feeding. It is advan- 
tageously used in cases of gastric and duodenal ulcer, 
also in ptosis, atony, and dilatation of the stomach; 
the patients are comfortable, well nourished, and 
gain in weight during the duodenal feeding, which 
is only the beginning of the treatment when time is 
considered; special dietary and hygienic regimen 
should continue from varying periods after duodenal 
feeding has been discontinued. 

In cases of extreme ptosis and hypomotility there 
is sometimes difficulty in getting the tube to pass 
the pylorus, but up to the present time in only one 
case has it failed to pass. There was some difficulty 
in removing the tube on account of spasm of the 
cesophagus in one case. 
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The principal points in the technique are: Give 
©.5 grain of codine an hour before introducing the 
tube; repeat if necessary during the first 48 hours; 
begin feeding every two hours as soon as the tube 
is in place in the duodenum; increase the feedings 
gradually to 10 to 12 ounces, using milk, cream, 
and raw eggs, strained through four thicknesses of 
fine linen. One patient gained 25 lbs. in four weeks 
while taking no other food except through the duo- 
denal tube. 

In most instances the position of the stomach 
remained the same as before the treatment, while 
the patients were symptomatically well. 


Bland-Sutton, J.: Ulcers New and Old: Jejunal 
or Duodenal Ulcers. Lancet, Lond., 1916, i, 387. 


Bland-Sutton states that some of the most trouble- 
some ulcers of the pyloric region can neither be seen 
nor felt in the course of a gastro-enterostomy. A 
small duodenal ulcer can easily be detected when it 
involves the peritoneum and produces a scar. 
These small ulcers cause paroxysmal pain and diges- 
tive discomfort, the symptoms of ‘a vext duodenum 
and an agitated pylorus.”’ He refers to the great 
rarity of an ulcer in the duodenum becoming malig- 
nant and states that he has never observed one. He 
also speaks of the rarity of implantation cancer in 
the intestines above the ileocecal valve. 

The ulcers which occasionally follow gastro- 
enterostomy are described as jejunal and in review- 
ing the symptoms of such an ulcer he refers to the 
similarity to the original complaint for which the 
patient was operated upon. He mentions two pa- 
tients in which he had the opportunity of studying 
the changes in the jejunum which precede the forma- 
tion of a jejunal ulcer. In one case, on opening the 
abdomen the white scar of the original ulcer in the 
duodenum was visible. The area of the stomach 
involved in the gastrojejunal junction adhered to 
the anterior abdominal wall, and on detaching it an 
irregular opening appeared in the efferent limb near 
the gastrojejunal junction. The segment of stom- 
ach and the cylinder of jejunum involved in the 
junction were cut away. The opening in the stom- 
ach was closed with silk sutures and the cut ends of 
the jejunum were joined end-to-end. The patient 
recovered easily and quickly. The changes that 
had taken place in the tissues of the jejunum adja- 
cent to the new stoma were remarkable. Normally 
the mucous membrane of the jejunum is thick and 
thrown into folds, the familiar valvula conniventes; 
but in this specimen the jejunal mucous membrane 
in the vicinity of the new stoma was thin, the valvu- 
le were effaced, and the muscular coat was thin and 
transparent. The opening occupied the efferent 
limb of the jejunum just beyond the cicatrix mark- 
ing the union of the stomach and gut. 

There were no valvulz conniventes in the first 4 
or 5 cm. of the duodenum, and its wall was thinner 
than in the remaining portion; it is often dilated 
and forms a bulbus duodeni. A remarkable trans- 
formation occurred in the jejunum when the 


escape of chyme from the stomach was transferred, 
in consequence of gastro-jejunostomy, directly into 
the jejunum. The wall of the jejunum receiving 
the impact of chyme ejected through the new stoma 
became attenuated, the valvular disappeared, and 
the jejunal walls assumed the peculiarities of the 
supra-ampullary segment of the duodenum. This 
change entailed a liability to ulceration so common 
in the duodenum. 

It is the common opinion that the duodenal ulcer 
is caused by the impinging of acid chyme ejected 
through the pylorus onto the wall of the duodenum. 
The features surrounding the origin of the jejunal 
ulcer following gastrojejunostomy seemed to sup- 
port the percussion theory, but so far in discussions 
on the mode of origin of gastric and duodenal ulcers 
but little regard is paid to the influence of bacterial 
action. It is generally believed that the stomach is 
amicrobic as long as it can expel its contents, but 
observations on the fluid found in the abdominal 
cavity of patients with perforated gastric and duode- 
nal ulcers prove that if often swarms with patho- 
genic micro-organisms, especially streptococci. ‘These 
are introduced with food, and especially with milk, 
wittily described as “four most polluted article of 
diet. 

The author briefly discusses the cause of these 
secondary ulcers. He does not believe that they 
are due to fault in technique or that the suture fails 
to completely control the bleeding with a resultant 
haematoma, and that there is very little evidence 
available for the incrimination of silk or linen threads. 

He states that with an unobstructed pylorus, 
gastro-enterostomy cannot be relied on to cure a 
chronic duodenal ulcer and he has gradually aban- 
doned it as a routine method and prefers to excise 
the pylorus and the segment of duodenum contain- 
ing the ulcer. 

The common form of dilated stomach, nicknamed 
“‘splashy stomach,” and which was mainly respon- 
sible for bringing routine gastrojejunostomy into 
disrepute, is worth some attention; he believes it is 
caused in some cases by spasmodic closure of the 
pylorus. Just as the small painful ulcer or fissure of 
the anus leads to irritative action of the anal sphinc- 
ter, often ending in dilatation of the rectum and 
the pelvic colon, so repeated spasmodic contraction 
of the pyloric sphincter will produce dilatation of the 
stomach. Convinced of this correlation of events 
the author has excised the pylorus in such cases with 
good consequences, but on the whole the conditions 
which gave the best results to this mode of treat- 
ment were those in which there was a gross lesion 
at the pylorus. 

He then describes his technique for pylorectomy 
in these cases of duodenal ulcers and the contra- 
indications to the operation. In the majority of 
cases, he has made a direct anastomosis between the 
cut edges of the duodenum and stomach, using silk 
entirely. The only death which he had in some 20 
cases, was in a case in which he had used catgut. 

Since the treatment of duodenal ulcer passed into 
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the province of surgery it has become the routine 
practice to perform gastrojejunostomy for its relief 
in the hope that by diverting the chyme through 
the new stoma into the jejunum the ulcer would 
heal. If the pylorus was obstructed by the ulcer 
the results were usually good, because the chyme 
must pass through the new stoma, but when the 
pylorus was patent the chyme flowed through it 
and in some instances ignored the new route. The 
efflux could be watched with the help of an opaque 
meal and X-rays. He believes it is better when- 
ever practicable to excise the pylorus with the ulcer- 
ated portion of the duodenum and rejoin the stom- 
ach and duodenum on the principle of an end-to-end 
anastomosis. If this method could be made safe, 
gastrojejunostomy for the relief of chronic duodenal 
ulcer with an unobstructed pylorus would soon be 
abandoned. 

Experience has proved that posterior gastrojeju- 
nostomy with an obstructed pylorus is a beneficent 
operation, in spite of the risk the patient runs of 
getting a new ulcer for an old one. 

D. C. BALFour. 


Forgue, E. and Chauvin, E.: Primary and Intrinsic 
Cancer of the Duodenum (Le cancer primitif 
et intrinséque du duodenum). Rev. de chir., 1916, 
XXXiV, 470. 

The authors present a very extensive study of this 
condition. They point out that it is more frequent 
than is generally considered since, according to 
Eichhorst, duodenal cancer represents 76 per cent 
of cancer of the small intestine. The history of the 
condition is given from the time Hamberger first 
described it in 1746 up to the contribution of Crow- 
ther in 1913. 

A review of the reports of many authors shows 
that, as regards occurrence, in 83,034 autopsies 
there were 6,847 cancers, 642 being intestinal. Of 
the latter 39, or 6 per cent, were of the small intes- 
tine. Statistics show that about 4.3 per cent of in- 
testinal cancers are duodenal cancers. 

The authors have collected from the literature 
45 cases of non-ampullar cancer of the duodenum, 
of which 29 epithelial cancers were precisely located, 
also 17 supra-ampullar cancers, 11 subampullar, 
and 1 diffuse cancer. The 45 cases of non-ampullar 
cancer are described in full detail. 

In differentiating between sarcoma and carcinoma 
the authors quote Nothnagel, who in 21,358 au- 
topsies found 5 duodenal cancers and 6 of the ileum. 
Of 216 sarcomata 3 only were intestinal, and of 
61 lymphosarcomata 9 were duodenal. There is 
only one conjunctive tumor of the duodenum to 
three epithelial tumors. 

From a consideration of available statistics the 
authors conclude that the small intestine is the elec- 
tive site of sarcomata of the digestive tract, while 
epithelial cancers prefer the stomach and large 
intestine. When carcinoma occurs in the small 
intestine it localizes by preference in the duodenum 
and especially at the summit of Vater’s ampulla. 
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In the series of cases from the literature cited by the 
authors there were 24 sarcomata and 28 carcinomata. 
The etiology, pathological anatomy, symptoms, 
and evolution are considered at length. The prog- 
nosis is a chronic and fatally progressive evolution. 
Surgery is the only treatment. Only 11 of the 45 
cases collected by the authors permitted surgical 
interference. Of these four were exploratory laparot- 
omies. Four gastro-enterostomies gave 2 recoveries 
and 2 deaths. There were only 4 radical operations. 
The authors give the particulars of the latest 
technique. A. Goss, 


Verhaeghe: Penetrating Abdominal Wound with 
Multiple Perforations of the Small Intestine; 
Lateral Laparotomy; Recovery (Plaic pénétrante 
de Vabdomen avec perforations multiples du 
gréle par eclat de grenade; laparotomie laterale; 
guérison). Rev. gén. de clin. et de thérap., 1916, xxx, 
120. 


The interest in the case reported lies in the fact 
that a lateral laparotomy was performed, which 
sufficed to close and repair the different perforations 
with an excellent result. 

Although in general a small lateral iliac incision 
does not allow sufficient light for surgical work, nor 
does it permit sufficient abdominal exploration, yet 
it avoids exposure to sepsis, and in cases where it is 
applicable, the advantages are sufficient to warrant 
its adoption. A. Goss. 


Quénu, E.: Repeated Invaginations of the Small 
Intestine; Congenital Absence of the Right 
Half of the Large Intestine (Invagination a 
répétition du grele; absence congénitale de la 
moitié droit du gros intestin). Bull. Soc. de chir., 
de Par., 1916, xlii, 355. 

- Gerner in 1907, investigating chronic invagination 
only from the surgical point of view, collected 195 
observations. Quénu now calls attention to the 
forms of this condition which are slow in evolution 
and take years to produce a condition requiring 
intervention. He reports a typical case. 

In some of these cases there may be a permanent 
invagination of the intestine; in others there is only 
a permanent tendency for invagination to be re- 
produced at clear and distinct intervals. Patients 
continue for years to experience digestive trouble 
resembling indigestion, sometimes with momentary 
stoppage of flatus and terminated by an onset of 
diarrhoea. These symptoms occur in crises and at 
greater or less intervals, until at some severe crisis 
surgical intervention is necessary. The classic 
signs of acute invagination are: the bloody stools 
accompanying a painful paroxysm and a more or 
less complete stoppage of flatus. 

In Quénu’s case, after a preliminary operation and 
reduction of the invaginated intestine, a second 
crisis occurred, necessitating resection of the invag- 
inated portion which in this case could not be re- 
duced. The patient died on the seventh day of 
general weakness and especially, as the author 
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thinks, from intoxication provoked by the putrid 
fermentation of the stagnant blood in the intestine. 
In such cases when a diagnosis can be made Quénu 
thinks the most favorable time for operation is 
between the crises. A. Goss. 


MacKenzie, W. C.: The Biology of the Vermiform 
Appendix. Lancet, Lond., 1916, cxc, 183. 


The author has carried on research work in con- 
nection with the appendices of various animals. 
In Australia a group of animals has been found 
which adds a great deal of light to the evolution of 
the appendix. 

The animals of one group have large appendices 
and live largely on vegetation. Another group shows 
the opposite extreme—the appendix having prac- 
tically disappeared. However in none of these 
animals has the author discovered the slightest trace 
of inflammation in the region of the appendix. As 
to what causes appendicitis in the human diet, 
erect posture, environment, etc., no light has been 
thrown by the author’s research. J. H. Skies. 


Young, W. G.: An Unusual Case of Appendicitis. 
J. Am. M. Ass., 1916, Ixvi, 351. 


At operation a large piece of gangrenous omentum 
was removed, as well as the appendix. ‘The patient 
went from one crisis to another. General peritonitis 
set in thirty hours after appendectomy. A retro- 
cecal abscess was found ten days later. In four 
days an empyema began, which was complicated by 
liver infection. The patient recovered. 

The gangrenous appendix in this case was clearly 
due to constriction by a Jackson membrane. 

The technical difficulties encountered in its re- 
moval were due to its posterior situation and to its 
being buried beneath a pericolic membrane, plus 
an adherent caecum. 

The early drainage of the peritoneal cavity, which 
was done thirty hours after the primary operation 
when the abdomen was reopened on the advent of 
the general peritonitis, was probably responsible 
for the favorable outcome. A retrocecal abscess 
was located and evacuated under local anesthesia. 
This was followed by pleural involvement, and in- 
fection of the liver. Prompt and radical treatment 
of the empyema and drainage of the abscessed liver 
through the transpleural-thoracic route was the 
procedure adopted. 

In discussing this method of attacking an ab- 
scessed liver in such cases, Deaver says that this is 
the route of choice even in cases in which there is 
no empyema. He describes in detail the technique 
of drainage through the thorax transpleurally, and 
adds that only about 16 per cent of liver abscesses 
can be successfully handled through a laparotomy. 

This case shows what can be accomplished by 
persistent and well-directed effort, even in the face 
of such desperate crises as were encountered, and 
also emphasizes the necessity for operation in all 
cases of appendicitis as soon as recognized. 

EpwarpD L. CoRNELL. 


Williams, R. B.: Three Hundred Twenty-four 
Consecutive Cases of Appendicitis Operated 
upon Without a Death. Surg., Gynec. & Obst., 
1916, xxii, 218. 

In a period of four and one-half years, January, 
1911 to July 1915, 324 consecutive cases of appen- 
dicitis have been operated upon at the Naval Hos- 
pital at Norfolk, Va., without a death. Of these 
cases 183 were acute and 141 were chronic, interval 
operation being included in the latter. 

The majority of the acute cases reached the hos- 
pital early and of those cases in which transfer was 
delayed, the Ochsner treatment had been given and 
to this fact the absence of mortality is largely attrib- 
uted. Immediate operation was done in all cases 
presenting acute symptoms. Gas-oxygen anasthe- 
sia was used in practically all of the cases and tinc- 
ture of iodine was used to disinfect the skin. ‘The 
McBurney incision was employed in all the acute 
cases, the incision being enlarged occasionally by 
opening the rectus sheath. 

Of the 183 acute cases but 28 were drained, 
cigarette drains being used in practically all these 
cases. Drainage is being used much less frequently 
now than a few years ago, even in cases presenting 
considerable plastic exudate and moderate turbid 
fluid drainage is no longer employed. 

In discussing the after-treatment, emphasis is 
laid upon the great benefit to be derived from re- 
peated washing out of the stomach and the giving 
of repeated enemata in cases in which vomiting 
persists or in which peristalsis is slow in resuming 
its function. In all the severer cases and in every 
case in which drainage was used the sitting position 
of Fowler and the saline proctoclysis of Murphy 
were employed. 

The recovery of the 183 consecutive acute cases 
is attributed by the author to the following factors: 
early diagnosis and early transfer to hospital in a 
large proportion of the cases; the avoidance of food, 
drink, and purgative, especially the latter (the 
Ochsner treatment) in those cases that could not be 
transferred early; and immediate operation in all 
cases presenting acute symptoms upon their arrival 
at the hospital. 

The author recommends large right rectus in- 
cisions in all chronic cases with thorough exploration 
of the right iliac fossa and the region of the hepatic 
flexure to determine the presence or absence of 
adventitious bands and membranes of the Lane 
or Jackson type, which are now recognized as the 
etiological factors in the production of certain diges- 
tive disturbances heretofore diagnosed as chronic 
appendicitis. 


Boughton, G. C.: Notes on the After-Treatment 
of Suppurative Appendicitis. Am. J. Surg., 
1916, XXX, 45. 


The author states that the mortality in cases of 
appendicitis is much larger than it should be, and 
is due to the lack of proper after-care. He gives his 
own operative technique for those cases which have 
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been allowed to go on to the suppurating and gan- 
grenous stage, outlines the after-treatment, and con- 
cludes by giving the cardinal points in the treatment 
of septic cases of appendicitis. 

After the usual abdominal preparation, the patient 
is given morphine % gr. and atrophine 1/200 gr. 
Under ether the abdomen is opened in the median 
line, or by means of a low McBurney incision. The 
appendix is removed and two or three drains are 
placed in position, one going down into the abscess 
cavity near the stump of the appendix and one down 
into the pelvis. The wound is then partially closed, 
using chromicized catgut for the peritoneum. As 
soon as the patient returns to his room, he is given 
8 oz. of saline solution per rectum and is placed in the 
true Fowler position. The saline solution is re- 
peated in 6-0z. doses every two hours for three doses, 
then 4 0z. every three hours for the next ten or 
twelve hours. The first dressing is done forty- 
eight hours after the operation, and the drainage 
tubes are withdrawn a little to prevent pressure on 
or necrosis of any loop of the bowel that might come 
in contact with them. The pelvic drain is re- 
moved on about the fifth day. 

Nothing is given by mouth for twenty-four hours; 
at the end of that time sips of water are allowed, 
and then, gradually, albumin water, chicken broth, 
and buttermilk. 

Patients unable to expel gas are given eserin 
sulphate 1/50 gr. and strychnine sulphate 1/30 
grs. hypodermatically every four hours, and with 
low soapsuds enemas. This treatment is continued 
until peristalsis is resumed. 

The cardinal points in the treatment of septic 
cases of appendicitis are: as little handling of the 
bowels as possible, free drainage, the true Fowler 
position following operation, supervision of the 
first four or five dressings, morphine if needed, and 
the use of the stomach tube for dilatation. 

R. H. Kuuns. 


Bainbridge, W. S.: Chronic Intestinal Stasis; 
Report of Twelve Cases. Am. J. Obst., N. Y., 
1916, Ixxiii, 193. 

The author discusses briefly the development of 
the surgical procedures for chronic intestinal cases, 
reports 12 cases which he has operated upon, and 
gives the following conclusions: 

The condition and the resulting symptom-com- 
plex now described under the designation, chronic 
intestinal stasis, has been established through the 
lapse of time and the accumulation of experience. 
It is primarily, a condition which is amenable to 
dietetic, hygienic, and medicinal treatment, and 
should not, therefore, be so generally considered as 
coming entirely within the category of a surgical 
affection. If, however, through neglect or improper 
treatment the individual case is no longer amenable 
to preventive measures and those which come within 
the province of the internist or gastro-enterologist, 
conservative surgical procedures may be employed, 
especially in milder cases. Unfortunately, many 
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cases progress to a more advanced stage before relief 
is definitely sought, and in such cases it may be 
necessary to resort to the more radical surgical 
procedures, such as ileocolostomy or colectomy. 

The sequence of therapeutic intervention always 
to be kept in mind is: (1) prevention, (2) conserva- 
tive surgery, (3) radical surgery. In all cases in 
which surgical treatment is employed, the after- 
care of the patient is of the utmost importance. 
Nature so long outraged,, cannot justly be expected 
to resume normal function at once and without the 
aid furnished by regulated diet and habits of life, 
artificial support to the weakened abdominal mustles 
and viscera, and other measures suited to the needs 
of the individual. 

From the cases cited, and many others in the 
author’s experience and that of his confréres, there 


.is reason to believe that chronic intestinal stasis 


plays an important part, either in initiating or 
augmenting many conditions which were formerly 
not associated, from the etiologic point of view, with 
perverted function of the gastro-intestinal tract. 
These far-reaching possibilities should be borne in 
mind by practitioners in every field of medicine and 
surgery. C. H. Davis. 


Fowler, R. H.: Persistent Developmental Anoma- 
lies of Position of the Large Intestine, with 
Especial Reference to the Ascending Colon 
and Czecum. Med. Rec., 1916, lxxxix, 353. 


The author reviews the literature bearing upon 
this subject and reports the case of a male, aged 32, 
who had been ill for two days, his chief complaint 
being periumbilical cramps and vomiting with a 
temperature of 101.4°.. Examination revealed rigid- 
ity and tenderness in the upper right quadrant of 
the abdomen. A diagnosis of apnendicitis was 
made. At the operation the appendix was found to 
be adherent throughout its entire length to the pos- 
terior cecal wall, and was bulbous at its end and 
constricted at its middle. There was complete 
non-descent of the cecum with total absence of the 
ascending colon. 

The author reports three other cases which oc- 
curred in the practice of other physicians. He 
believes that this condition frequently explains 
atypical abdominal symptoms referable to the ap- 
pendix and other left-sided inflammatory conditions. 

GrorcE E. Betray. 


LIVER, PANCREAS, AND SPLEEN 


Jeger, E.: Operative Treatment of Ascites in 
Cirrhosis of the Liver (Zur operativen Behand- 
lung des Ascites bei Lebercirrhose). Beitr. z. klin. 
Chir., 1916, xcix, 94. 


In rorr—12 the author demonstrated a new and 
simplified method of side-to-side anastomosis be- 
tween blood-vessels without interruption of the 
blood stream during the operation, especially be- 
tween the portal vein and the inferior vena cava, 
and pointed out that this procedure might be util- 
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ized, as had already been pointed out by other sur- 
geons, as a means of draining the blood from the 
portal vein in cases of ascites due to stasis of the 
portal vein from cirrhosis of the liver or other causes. 
Former methods of vessel suture have been much too 
complicated for this purpose. The author also re- 
ported a series of experiments on dogs which had 
convinced him that such an anastomosis was not 
followed by any injury to the organism. 

A year later Rosenstein reported the actual per- 
formance of such an anastomosis between the vena 
cava and portal vein in a woman with cirrhosis of 
the liver. The operation only brought temporary 
success, probably because of secondary obliteration 
of the anastomosis, which had been performed 
without proper instruments. So far as is known no 
further attempts had been made at this operation. 
The reasons for this are evident. The portal vein is 
so inaccessible to operation in man, that even with 
this very simple technique it offers extraordinary 
technical difficulties. Even on normal corpses a 
sufficient exposure of the portal vein and the cor- 
responding portion of the vena cava is possible 
only after a very large abdominal incision, and be- 
sides it is necessary to resect the lowest ribs and rib 
cartilages in order to luxate the liver upward 
sufficiently. Such an operation, as a rule, could not 
be performed on patients with lowered vitality. 
Moreover in operative cases the liver is generally 
so enlarged or adherent to the surrounding tissues 
that anastomosis between the vena cava and portal 
vein would be impossible. 

At the German Congress of Surgery in 1911 Bier 
reported that he had twice attempted an anastomo- 
sis between the vena cava and portal vein, but had 
been prevented both times by extremely strong, 
bleeding adhesions. Kocher in his Operationslehre 
designates the operation as practically unthinkable. 
The author was obliged to acknowledge the objec- 
tions brought against this form of anastomosis and 
followed Villard and Tavenier’s proposal to make an 
anastomosis between a branch of the superior 
mesenteric and ovarian veins instead of the portal 
vein and the vena cava. He now proposes a proce- 
dure which has the advantages of sufficient drainage 
of the portal blood into the lower vena cava and of 
easy operability. This is an anastomosis of the 
vena cava with the main branch of the superior 
mesenteric vein, at the lower margin of the pars 
horizontalis inferior and the pars ascendens of the 
duodenum. As the lower vena cava and the main 
branch of the superior mesenteric vein have no valves 
the same result is to be expected as in an anastomosis 
of the inferior vena cava with the main branch of 
the portal vein. 

The technique of the operation, which the author 
studied on 20 corpses, is as follows: Position on 
back on high pillow; incision through both recti at 
the umbilicus combined with a short median longi- 
tudinal incision from the umbilicus downward. 
If now the transverse colon is pushed slightly up- 
ward and the small intestine to the left, the field of 


operation is easily accessible. The pars horizontalis 
inferior and ascending duodenum are seen, also the 
radix mesenterii, and shining through these the su- 
perior mesenteric artery and vein, which cross the 
internal surface of the pars horizontalis inferior of the 
duodenum, while the vena cava inferior lies poste- 
riorally to this part of the intestine. ‘To expose the 
latter the peritoneum is incised at the lower margin 
of the pars horizontalis duodeni and the intestine 
pushed upward a little, similar to the procedure in 
retroduodenal choledochotomy. When the loose 
retroperitoneal tissue is severed by blunt dissection, 
the inferior vena cava lies free to a great extent and 
can easily be separated from the surrounding tissues. 
Now the mesenteric vein is freed and the overlying 
arteria colica dextra is protected. It is easy to 
avoid injuring the branches of the superior mesen- 
teric vein. 

In the majority of cases the main branch of the 
superior mesenteric vein can be brought into con- 
tact with the vena cava without kinking for a length 
of from 4 to 5cm. The typical side-to-side anasto- 
mosis between the two vessels is made. ‘The small 
side branches of the vena cava are first ligated; the 
side branches of the mesenteric vein being tied with 
a thin rubber band during the operation. Two 
rubber bands are placed under both vessels; by 
pulling on them the vessels are brought together so 
as to touch, are elevated, and at the same time the 
blood stream is interrupted. A strip about 3 cm. 
long and 2 cm. broad is cut from the touching sur- 
faces of the vessels. Then the vessels are irrigated 
with salt solution, vaseline applied, and the margins 
of the vessels sutured. 

The technique described is easily carried out in the 
majority of cases (16 out of 20 trials). Occasionally 
complications arise. 
veins may be abnormally great so that there might 
be danger of kinking of the mesenteric vein, or so 
that it might be necessary to use a smaller branch, 
which would involve the danger of thrombosis; 
or the duodenum may hang down between the 
two vessels so that there would be danger of pressure 
on it after the anastomosis. In case of the latter 
complication it would probably be simplest to add 
to the anastomosis of the veins a gastro-enterostomy 
with the Murphy button, which would prolong the 
operation only a few minutes. ‘The first form of 
complication was found three times in 20 cadavers. 
In these cases instead of a side-to-side anastomosis 
between the mesenteric vein and the vena cava a 
piece of the internal jugular of the same individual 
is used, the central end being implanted into the 
vena cava, the peripheral into the superior mesen- 
teric, end-to-side. 

The last-mentioned modification does not give any 
technical difficulties but prolongs the operation con- 
siderably; but it can be performed within an hour 
and could be done in vivo under local anesthesia, 
making it possible to perform it on patients with low 
vitality, which makes it of especial value in cases 
weakened by long illness. A. Goss. 
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Else, J. E.: Malignant Tumors of the Gall- 
Bladder. Northwest Med., 1916, xv, 46. 

The author discusses malignant tumors of the 
gall-bladder with reference to their incidence, type, 
method of growth, and microscopic picture. Car- 
cinoma occurs much more frequently in the gall- 
bladder than sarcoma. Of those having carcinoma, 
one in 20 is found to be primary in the gall-bladder. 
The point of origin is most frequently in the fundus, 
the next in frequency being in the neck. Tumors 
originate either from the epithelial lining of the 
gall-bladder or from that of the mucous glands. 
Three types retain the cylindrical form of the cells: 
adenocarcinoma, papillary carcinoma, and the solid 
cylindrical cell type of carcinoma. The adeno- 
carcinoma arising from the mucous glands or from 
the adenomata of the gall-bladder is the most com- 
mon form. The adenocarcinoma may also arise 
from the glands of Luschka, which normally pene- 
trate some of the muscular coats following the course 
of the blood-vessels. 

Metastasis from gall-bladder carcinoma does not 
occur as early or as rapidly as from carcinoma of the 
gastro-intestinal tract, because the gall-bladder is 
poorly supplied with lymphatics. Metastasis 
arising from carcinoma at the fundus does not occur 
as early as that arising at the neck. Liver involve- 
ment is usually by direct extension because there is 
no direct lymphatic connection. The growth may 
attack by continuity the hollow viscera ulcerating 
through the portal vein. Involvement of the vein 
causes thrombosis with consequent ascites. Can- 
cer of the gall-bladder is a disease of old age, and 
75 per cent of the cases occur in women because of 
the greater proportion of women than men having 
gall-stones. Gall-stones are present in the majority 
of cases, the percentage varying from 66, as found 
by Tiedeman, to 100 per cent in the records of 
Marchand. Harry G. SLoan. 


Zimmerman, B. F.: Cholecystitis. Am. J. Surg., 
1916, XXX, II. 


The most prominent factors in cholecystitis are 
infection and obstruction to biliary outflow; but 
’ without obstruction infection cannot take place in 
a healthy gall-bladder. The chief source of infec- 
tion is the alimentary tract and the lesions most 
commonly giving rise to cholecystitis are typhoid 
and appendicitis. Secondarily, ulcers and acute 
catarrhal processes of the intestinal tract are start- 
ing points of the infection. 

The obstruction to the biliary outflow is due to a 
variety of causes, chief of which are swelling of 
duodenal mucous membrane, pancreatitis, malig- 
nancy, and adhesions. 

As cholecystitis and cholelithiasis are so intimately 
connected the author makes no attempt to dif- 
ferentiate them. 

The chief symptoms of cholecystitis are usually 
referred to the digestive tract, there being noted, 
pain, eructations of gas, nausea, and vomiting which 
occur during or soon after eating certain foods; 
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thus causing the patients to select a special diet. 
These symptoms may be explained by the altera- 
tion in the bile, and the intimate relation between 
the stomach and gall-bladder through the sym- 
pathetic nervous system. The pancreatitis so 
often found, is probably due to a lymphoedema 
brought on by the enlargement of the lymph-glands 
which thus blocks the lymph channels between 
the gall-bladder and the pancreas. 

In acute cholecystitis there is gastric hyperacidity 
while in the chronic form a lowered acidity is 
found. 

The pain varies from mild epigastric discomfort 
to a severe gall-stone colic. In acute attacks it may 
be a severe aching form due to distention or a more 
intense boring sort due to peritoneal involvement. 
It is located in the epigastrium and right hypo- 
chondrium and radiates to the back, neck, or arm. 
In the milder types there is only moderate tender- 
ness and rigidity; in the severe, however, it is most 
pronounced. 

As a rule, fever is only present in the acute form. 
The typical septic type occurs when the bladder, 
neck, or ducts are involved, as the gall-bladder 
itself is not rich in lymphatics. 

Jaundice is seldom present except when ducts are 
involved or a stone has become impacted. 

“mphasis is laid on the taking of a careful history 
to aid in the differentiating. Between cholecystitis 
and intestinal ulcer the chief points are the periodic- 
ity of the latter with attacks of gas, sour eructations, 
and vomiting of increasing duration and severity. 
The pain is in the epigastrium and radiation is 
uncommon; it occurs 3 to 4 hours after meals and 
is relieved by food or alkalies. In cholecystitis 
pain is usually constant with acute exacerbations, 
radiation being common. 

In chronic appendicitis there is usually hyper- 
chlorhydria, a distinct history of appendiceal 
inflammation. In acute cases with a high appendix 
it may be, however, impossible to differentiate. 

In functional gastric neuroses it is often exceed- 
ingly difficult to differentiate; a complete history 
and examination are most essential. 

Clinically, the diagnosis of cholecystitis with or 
without stone is not always easy. Pain, vomiting, 
and jaundice may be absent. Usually, however, 
there is epigastric distress accompanied by more or 
less rigidity and tenderness over the gall-bladder. 
A careful complete history is essential. If doubt 
remains an exploratory coeliotomy is in order. 

In cases where stones are found without exten- 
sive alteration of the gall-bladder, relief is afforded 
by removal of the stones and drainage. Mayo 
claims go per cent cures in these cases. 

Cholecystectomy is recommended whenever the 
gall-bladder is extensively diseased or altered, in 
cases with a “strawberry” gall-bladder, and in 
cases of cholecystitis uncomplicated by gall-stones. 
Mayo recommends cholecystectomy in all cases of 
cholecystitis and in 80 per cent of all gall-stone 
cases. 
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Cholecystectomy should never be performed in 
an acute attack of cholecystitis with or without 
stones; a subsidence of the acute symptoms should 
be awaited. P. M. Cuase. 


Troell, A.: Ligation of Splenic Vessels as a Sub- 
stitute for Splenectomy in Blood Diseases. 
Ann. Surg., Phila., 1916, lxiii, 88. 


The results from splenectomy in Banti’s disease 
and in pernicious anemia have been so favorable 
that the operation of splenectomy is justifiable 
and the indications for its employment reasonably 
clear. However the operative mortality is so high 
(8 in 33 cases of pernicious anemia, 50 per cent in 
Banti’s disease) that splenectomy is not to be lightly 
undertaken. It occurred to the author that liga- 
tion of splenic vessels might give as favorable 
results as splenectomy, where the latter was in- 
dicated, as ligation of thyroid arteries has favorably 
influenced the course of Graves’ disease. 

In the first series of his experiments twelve ani- 
mals were operated upon. One to five splenic 
arteries and veins were ligated in each animal, at 
least one artery and vein being left free. Careful 
blood counts were made from the splenic artery and 
vein of each animal before and after ligation of the 
vessels. Confusing and contradictory results were 
obtained in regard to the changes in the spleen. 
Eight dogs, one cat, and three guinea pigs were 
operated upon in this series. The spleens of six 
dogs were unchanged by the ligation; one dog 
showed multiple infarction of the periphery of the 
spleen, another a small hemorrhagic infarct in the 
upper part. One cat showed multiple infarction 
of the organ, while in the guinea pigs all the spleens 
showed a marked decrease in size relative to the 
number of vessels tied, and none showed infarction. 
These results led to a careful anatomical study of 


the blood-vessels of the spleen in the dog and man, 
and the author demonstrated the presence of free 
lateral anastamosing branches, not only between the 
splenic and the gastro-epiploica sinistra, but also 
within the hilum of the spleen. This led him to 
conduct a second series of experiments in which 
these lateral anastamosing vessels were cut off by 
passing a ligature at right angles from the first 
constricting band well into the concavity of the 
spleen hilum. Ten dogs were operated upon in 
this series and all showed the expected result; i.e., 
either infarction or noticeable reduction in the size 
of the spleen. The spleens were removed and 
examined from ten minutes to six weeks after liga- 
tion and the various pathological findings were 
carefully described. From the pathological study 
the author concludes that shrinkage in dogs’ spleens 
follows the production of infarcts, but suggests the 
possibility of reducing the size and function of the 
spleen without the production of infarcts by more 
careful selection of vessels to be tied. 

The study of spleen function by blood counts 
direct from the splenic artery and vein and the 
peripheral circulation were abandoned because the 
difference in the number of cells in cubic millimeters 
was too slight to form a basis for conclusions. 

The author’s experiments proved the harmlessness 
of splenic infarcts as foci of irfection (staphylococci 
were injected into the circulating blood without 
resulting infection of infarcts); they proved that 
the gross volume of spleen tissue could be materially 
reduced by ligation of vessels. Therefore the author 
concludes, while admitting that the results of 
animal experimentation may differ from operations 
on man, that the ligation of splenic vessels deserves 
a clinical trial as a substitute for splenectomy, 
especially where adhesions from perisplenitis make 
splenectomy impossible. E. FIscHEeL. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


D’Agata, G.: Osseous Sporotrichosis (Sporotricosi 
ossea). Policlin., Roma, 1916, xxiii, 1. 

From personal researches and experimentations, 
the author draws the following conclusions: 

1. Although bony and periosteal changes are due 
mainly to tuberculosis, to syphilis and other granu- 
lomatous processes, we may enlist in the pathology 
of osteomyelitis and osteoperiostitis, subacute or 
chronic sporotrichosis as a causative factor. 

2. When such conditions do not present them- 
selves associated with characteristic cutaneous 
lesions the diagnosis of the condition is extremely 
difficult on account of the absence of definite differ- 
ential points between manifestations similar in ap- 
pearance but of a different nature. 


3. Such difficulty is fortunately largely overcome 
by the simplicity of the laboratory means of demon- 
stration (culture examination, biological proof, etc.). 

4. With the sporotrichium Beurmanni, isolated 
from a case of osteoperiostitis of the superior maxil- 
lary (simulating a tubercular or syphilitic process), 
it has been possible to obtain and demonstrate in 
the bones of animals used for experimentation a 
sporotrichosic osteoperiostitis and osteomyelitis. 

Raovut L. Vioran. 


Taylor, H. L., and Frieder, W.: Quiet Hip Disease. 
Surg., Gynec. & Obst., 1916, xxii, 158. 

The author’s paper was based on a study of 19 
cases. The affection usually comes on insidiously 
between the ages of four and sixteen. A few cases 
have an acute invasion, sometimes po yarticular, 
and a few occur after trauma. In the series ob- 
served by the authors it occurred about twice as 
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often in boys as in girls, and there were about 
twice as many right-sided as left-sided cases; one 
case was bilateral, and one or two others showed 
some radiographic abnormality on the side without 
symptoms. Slight lameness which is often painless 
is the most striking symptom. Pain when it occurs 
is not severe and may be referred to the hip, knee, 
or groin. The general health is not impaired, and 
activity is only moderately curtailed. After some 
months there may be a shortening of from one- 
fourth to one-half inch. Motion is but little inter- 
fered with at first, but later rotation and lateral 
motion are limited and the plane of flexion is de- 
flected outward, but two-thirds or more of the range 
is usually preserved. The X-ray picture is charac- 
teristic: the head is flattened; the epiphysis is thin 
and irregular and pressed out towards the trochan- 
ter; there may be clear spaces on either side of the 
epiphyseal line. 

The patients get well under very simple treatment 
or none at all with a good, though not a perfect, 
joint. Abscess, fixed deformity, extensive shorten- 
ing, and ankylosis do not occur. 

This affection is neither tuberculous nor syphilitic. 
It has been but little noticed in the literature of 
this country, but is known in Europe as osteochon- 
dritis of the hip or Perthes’ disease. 


Stromeyer, K.: Traumatic (@idema of the Hand 
(Hartes Traumatisches Oedem des Handrueckens). 
Muenchen. med. Wehnschr., 1915, No. 35. 

The author reports a case of traumatic oedema of 
the dorsum of the hand occurring after the operative 
removal of a needle. In his case, the mobility of 
the hand became gradually less and was almost 
entirely lost three months after the operation. ‘The 
scar left from the operation was then thoroughly 
excised and the mobility of the hand recurred within 
five weeks when it reached an almost normal condi- 
tion. The author concludes that the foreign body 
carried with it an inflammatory agent of such low 
virulence as to cause a chronic inflammation of the 
lymphatic channels. Pathologically, the condition 
is, therefore, that of a toxic elephantiasis. 

A. STEINDLER. 


Worms, G., and Hamant, A.: Study of Coxa Valga 
(Etude sur la coxa valga). Rev. de chir., 1915, 
XXXiv, 583. 

The authors made a complete review of the whole 
subject of coxa valga. They distinguish the follow- 
ing types: (1) congenital coxe valga, (a) isolated, 
(b) combined with congenital luxation, (c) luxating 
and subluxating varieties; (2) traumatic coxa valga; 
(3) coxa valga of rachitic origin or associated with 
other bone softening processes; (4) static and func- 
tional coxa valga; (5) ‘the coxa valga of adolescence, 
called idiopathic. 

The first part of the contribution consists of a 
historical review under each of the above headings, 
showing the evolution of our knowledge of the con- 
dition and a number of important cases from the 


literature are described in brief to illustrate the 
chief clinical points. These include some cases of 
their own. 

In the second part they consider the symptoma- 
tology, diagnosis, and treatment. They define coxa 
valga as any deformity of the superior extremity of 
the femur characterized by an alteration in the posi- 
tion of the neck, complicated or not by anterversion 
and torsion about its great axis. The degree of 
the deformity is generally measured by the value of 
the angle of inclination of the femoral neck. ‘Two 
to three per cent of cases of congenital luxation are 
accompanied by a certain degree of coxa valga. 

The greatest number of cases of coxa valga are 
to be found in the static-functional group. They 
are consecutive. to changes of orientation of the 
vertebral skeleton or of the lower limbs. Good 
conformation of the femoral angle depends on the 
harmonious play of three forces, the weight of the 
body, the resistance of the bones, and the muscular 
contraction. Deficiency or absence of any of these 
alters the position of the femoral neck. Coxa 
valga is above all a deformation by bony discharge 
in contradistinction to coxa vara, which is the con- 
sequence of an exaggerated surcharge. 

Symptomatology does not offer any very pathog- 
nomonic signs. Its origin, ordinarily slow and in- 
sidious, sometimes masks itself as an articular reac- 
tion characterized by fatigue on walking, pain in 
the hip, and claudication. Clinically it must be 
differentiated from coxalgia with abduction, from 
sacrocoxalgia, and from congenital luxation without 
coxa valga. 

In general, cases of coxa valga allow sufficient 
use of the limb. ‘The tendency is towards normal 
conformation and there is rarely a resulting infirmity. 
In treatment, surgical intervention is rarely called 
for as the ordinary orthopedic treatments suffice; 
but where surgery is called on, the methods in use 
are: (1) cuneiform osteotomy of the femoral neck; 
(2) linear osteotomy at the base of the neck; (3) 
subtrochanterian cuneiform osteotomy, resection 
of a corner at the internal base in the subtrochan- 
terian region. 

‘he article is accompanied by an extensive bibli- 
ography. A. Goss. 


FRACTURES AND DISLOCATIONS 


Chutro, P.: Treatment of Fractures of the Lower 
Limb with Continuous Extension by Means of 
Finochietto’s Stirrup Apparatus (Traitement 
des fractures du membre inferior par l’extension 
continue au moyen de Vétrier de Finochietto). 
Presse méd., 1916, p. 101. 


Chutro calls attention to the traction apparatus 
described by Finochietto in La Prensa Médica 
Argentina, which is known in Argentina as “ Fino- 
chietto’s stirrup.” 

Chutro has tried this apparatus, which he de- 
scribes and illustrates, in his hospital service at 
Buenos Aires with good results in thigh and leg, 
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fractures.- He has applied it also in military service 
in a severe thigh fracture which had already been 
treated with other apparatus. In this case the 
results were likewise excellent. He thinks that in 
severe war fractures no apparatus is more valuable 
for continuous extension. W. A. BRENNAN. 


Tanton, I.: A Case of Traumatic Separation of the 
Superior Epiphysis of the Tibia (Un cas de 
décollement traumatique de l’epiphyse supérieure 
du tibia). Bull Soc. de chir. de Par.,1916, xlii, 27. 

This is a very rare injury. Of 37 epiphyseal 
separations Guérétin found only one of the upper 
epiphysis of the tibia. Bruns found 4 per cent. 
Poland collected 13 confirmed by anatomical ex- 
amination. 

Tanton reports a case in a boy of 12, the result of 
an automobile accident in which a wheel passed over 
the upper part of the left leg. The treatment was 
by reduction and flexion, the limb being immobilized 
while flexed, after the methods of Hutchinson and 
Bernard. A. Goss. 


Lange, F.: War Orthopedics (Kriegsorthopacdie). 
Zischr. f. orthop. Chir., 1915, XXXV, 3. 

In summing up his experiences, the author makes 
the following recommendations: 

1. Physicians in the field should receive orthopedic 
training. 

2. Field ambulances and movable hospitals should 
be provided with proper equipment for the applica- 
tion of good plaster-of-Paris bandages. 

3. The ideal treatment would consist of imme- 
diate application of a plaster-of-Paris bandage for 
purposes of transportation in all cases of gunshot 
fracture. 

4. Since this cannot be accomplished, however, 
use should be made of proper splints, which should be 
at hand in sufficient quantity. 

5. With or without plaster bandage, any gunshot 
fracture should be transported to the home hospital 
with the least possible delay. 

6. For transportation by auto trucks, the author 
recommends a special hammock as provided by the 
German army regulations for use in tents. 

7. On trains, it is preferable to place the patients 
on stretchers. 

8. Upon arriving in the home territory, the pa- 
tient should be directed to special hospitals and for 
this reason the establishment of consulting ortho- 
pedic physicians in the home territory is recom- 
mended. 

9. Well adapted fractures are treated with plaster- 
of-Paris splints, otherwise fragments are to be re- 
placed until well adapted. 

10. The windows cut in the case must be well 
cofferdammed with cotton to prevent soiling by pus. 

11. In deep suppurations the open treatment of 
the wound is recommended. 

12. As soon as possible mobilization of the joint 
should be instituted. Resistance and pendulum 
apparatus are recommended. A, STEINDLER. 


SURGERY OF THE BONES, JOINTS, ETC. 


Burckhart, H., and Landois, F.: The Treatment 
of Infected Joints in the Field (Erfahrungen 
ueber die Behandlung inficierter Gelenke im Kriege). 
Muenchen. med. Wehnschr., 1915, No. 21. 

The following are the authors’ conclusions result- 
ing from their experiences in the field: The resections 
of the wrist, ankle, and elbow joints give very good 
results. Resection of the knee-joint is indicated 
where there is only moderate bone destruction, 
where the working conditions are favorable and the 
general condition of the patient is satisfactory. 
Wherever these requirements cannot be met, ampu- 
tation is by far the safer procedure. 

In suppurations of the shoulder and hip joints 
the prognosis is dubious from the beginning. ‘The 
authors recommend as the first step simple drainage 
and fixation. Later, if the patient has recovered 
from the shock, the resection may. be performed. 
The greatest importance is placed upon the exact 
fixation of the joint with a subsequent minimizing 
of the resorption of toxic products from the wound. 
If the cases are properly selected and especially if the 
anatomical details receive due consideration in the 
establishment of drainage, the conservative treat- 
ment of infected wounds of the joints is very satis- 
factory. A. STEINDLER. 


Gerulanos, M.: Muscle Transplantations in the 
Shoulder Girdle (Ueber Muskeltransplantationen 
im Schulterguertel). Arch. klin. Chir., 1915, cvii, 
Aug. 

The author reports on two cases in which the 
paralyzed serratus muscle was supplanted by the 
pectoralis major. The sternal portion of the 
pectoralis muscle was laid bare, its insertion at the 
humerus was dissected off together with the perios- 
teum and a small flap of bone, and was fastened with 
silver wire to the lower end of the scapula. In the 
second case, a paralysis of the trapezius, rhomboid, 
and latissimus dorsi muscles existed in addition to 
the paralysis of the serratus muscle. The resection 
of a thin flap of bone in connection with the peri- 
osteum and the tendon of the pectoralis muscle is, 
in the opinion of the author, important because it 
makes possible the securing of a firmer attachment 
of the transplanted tendon to the lower angle of the 
scapula. A. STEINDLER. 


Mayer, L.: The Physiological Method of Tendon- 
Transplantation. Surg., Gynec. & Obst., 1916, 
xxii, 182. 

The author outlines the inception of his research 
and the basic facts of tendon anatomy and phys- 
iology. The research was the logical outgrowth 
of an extensive series of animal experiments con- 
ducted during 1912 in the clinic of Professor Lange, 
Munich, in which Henze and Mayer investigated 
the methods of preventing post-operative adhesions 
to tendons. The experiments proved the validity 
of Biesalski’s technique by which the normal re- 
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lationship between tendon and sheath was main- 
tained by drawing the transplanted tendon through 
the sheath of the paralyzed tendon. Biesalski’s 
method, however, made no provision for the pre- 
vention of adhesions in the course of the tendon 
from its original site to the new sheath. The nat- 
ural sequence of these experimental data was the 
perfection of Biesalski’s technique so as to render it 
physiological in all its phases. 

To do this the hitherto vague or unknown finer 
anatomy and physiology of tendons had to be in- 
vestigated by animal dissection controlled by 
microscopical preparations, by animal experiments, 
and by observations at the operating table. The 
plan of study resolved itself into four main divisions: 

1. The general conceptions of tendon anatomy 
and physiology, with the following subheadings: 
(1) The relation of the tendon to its sheath, the 
fascia, and the surrounding loose connective tissues. 
(2) The blood supply of tendons. (3) The me- 
chanism of the gliding of tendons. (4) The tension 
of tendons. 

2. The anatomy and physiology of each in- 
dividual tendon. 

3. The application of these facts to the technique 
of tendon-transplantations. 

4. The experimental and clinical results. 


Biesalski: Protheses in Amputations of the Arm 
(Prothesen bei Amputationen des Armes). Muen- 
chen. med. Wchnschr., 1915, No. 44. 


The author emphasizes the necessity of co-opera- 
tion on the part of the patient. Contrary to the 
opinion of others, the author believes that the daily 
duties may be carried out very well by one artificial 
hand with a tool attachment; for cosmetic reasons, 
this working hand may be supplanted occasionally 
by an immovable rubber hand. He has a man 
working in his shop who is able to carry on with one 
hand almost all of the work that a normal worker 
would be capable of, and for this reason he thinks 
that the one-armed, if fitted with the proper proth- 
eses and properly trained, may almost attain the 
same level of earning power as the normal individual, 
which will result in keeping many maimed men from 
becoming public charges. 

The thorough and systematic way in which the 
manufacture of artificial hands is now being carried 
on in Germany is of great interest. In Vienna, 
Professor Exner has charge of an institution for the 
experimental study of the manufacture of artificial 
hands, the main object being to arrive at a standard 
model which will give the best efficiency and which 
can be made in such quantities as to make the in- 
dividual expense extremely low. Furthermore, 
there is a veritable industrial branch developing 
in Germany, not only in regard to the manufacture 
of arm protheses, but also in regard to the employ- 
ment of one-armed individuals. This will prove 
of inestimable benefit to the many thousands who 
have suffered the loss of an arm during the war. 

A. STEINDLER. 
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Depage, A.: Note on Thigh Amputations (Note 
sur les amputations de la cuisse). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 308. 


The published statistics of thigh amputations 
during the course of the war have not been brilliant. 
They show a mortality of 82 per cent. Depage, 
during the first six months of 1915, made 26 ampu- 
tations with a mortality of 65 per cent. From July 
I, 1915, to Jan. 1, 1916, however, in 26 other ampu- 
tations his mortality was reduced to 30 per cent. 
This amelioration he ascribes to (1) better estab- 
lished operative indications; (2) a more suitable 
operative technique; (3) a more appropriate anzs- 
thetic; (4) a more efficacious accessory treatment. 

While in the earlier period ether and chloroform 
were used as anesthetics, since July spinal anesthe- 
sia with novocaine has been used. While intra- 
venous injection of iostonic chlorinated solution 
constitutes the surest means of reanimating ex- 
sanguinated and badly shocked subjects, yet he 
has found the massive injection of one to two liters 
of physiologic serum into the femoral vein near the 
section of the stump much better in its results. 

A. Goss. 


Witzel, O.: Hand and Arm Protheses of the Maim- 
ed in the War (Aufgabe und Wege fuer den Hand- 
und Armersatz der Kriegsbeschaedigten). Muen- 
chen. med. Wchnsckr., 1915, No. 44. 


In the opinion of the author the expensive and 
complicated artificial arms and hands are not a 
whit more useful or practical than the simple and 
inexpensive protheses with which the war cripples 
are now generally supplied. The flexion of the 
hand and opposition of the thumb are now being 
manipulated by the other hand, but the limits of 
these artificial hands are rather narrow as far as 
function is concerned. Much better results are 
obtained by the use of the so-called working hand 
to which a simple tool or hook is attached. For 
cosmetic purposes, a simple removable ‘‘Sunday- 
hand”’ is furnished to the man and, according to the 
author’s experience, this arrangement meets with 
general satisfaction. A. STEINDLER. 


ORTHOPEDICS IN GENERAL 


Judson, A. B.: Trigger Finger (Der schnellende 
Finger). Zéschr. f. orthop. Chir., 1915, xxxv, March. 


A case is reported in which trigger finger occurred 
in a patient seventy-six years old who was afflicted 
with chronic arthritis of the fingers. After a long 
fixation with an aluminum splint, the jerking 
motion became less violent when flexion was 
attempted, but the accompanying pain still per- 
sisted. A. STEINDLER. 


Neiber, O.: Osteochondritis Deformans Coxae 
Juvenilis. Zischr. f. orthop. Chir., 1915, xxxv, 
March. 


The author reports 4 cases which came under his 
observation which correspond to the picture de- 
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scribed by Perthes. The most significant findings 
in the X-ray picture were a defect in the bony sub- 
stance, the lessened height and flattened contour of 
the head of the femur. The treatment consisted 
simply in a plaster-of-Paris spica, later, massage and 
gymnastic exercises. The results were good in all 
cases. The pain in the hip disappeared quickly 
after the application of the cast. A, STEINDLER. 


Brandes, M.: Late Deformities in Reduced Con- 
genital Hips and Osteochondritis Deformans 
Juvenilis (Spactdeformitaeten bei reponierten 
Hueften und Osteochondritis deformans juvenilis). 
Zischr. f. orthop. Chir., t915, xxxv, March. 


In establishing the clinical picture of osteochon- 
dritis, Perthes has made a distinction between this 
condition and those changes which are often noted 
as following the reduction of dislocated hips. In 
Perthes’ disease there is present a chronic inflam- 
matory process leading to deformity and presenting 
a well-defined clinical aspect. The typical X-ray 
findings are those of the splitting up of the head of 
the femur into several fragments. The histological 
examination which was carried out by Perthes in 
one case also shows that this condition has nothing 
to do with arthritis deformans. It has been espe- 
cially noted that there is no disturbance of the 
smooth joint surfaces in Perthes’ disease, although 
there may be a flattening of the head or a slight dis- 
placement of the formation of the coxa vara. In 
osteo-arthritis coxe juvenilis there is probably an 
acute or chronic trauma or unfavorable static con- 
ditions, as has been described by Preiser. The 
main difference between these two conditions is the 
lack of changes of the joint surfaces in Perthes’ 
disease; whereas these changes are characteristic of 
osteo-arthritis. A. STEINDLER. 


Engelmann, G.: Congenital Defect of the Femur 
(Ein seltemer Fall von congenitalem Femur defekt). 
Ztschr. f. orthop. Chir., 1915, xxxv, March. 


The case is reported of a man twenty-seven years 
old who showed considerable shortening of the right 
limb. The X-ray revealed that at the level of the 
lesser trochanter the femur was kinked off in a 
sharp angle in such a way that the upper part of 
the femoral head articulated with the lower part 
of the socket. This picture is most suggestive of 
an intra-uterine fracture. Reiner, who has studied 
this condition, considers the deformity to be the 
result of a chronic intra-uterine trauma, probably 
a pressure of the uterine wall. A. STEINDLER. 


Saxl, A.: Static Pains in the Knee (Statische Knie- 
Zischr. f. orthop. Chir., 1915, Xxxv, 
arch. 


The author discusses the question of referred pain 
in the knee resulting from flat-foot or affections in 
the hip-joint. Local knee-pain from static causes 
is often seen in genu varum and valgum, also in 
cases of genu recurvatum. In this study the 
author pays special attention to the sensations of 


pain occurring in the flexor tendons of the knee. 
As a rule, these pains occur only in standing or 
walking or on overexertions and are elicited by the 
tendency of overextension on the part of the joint. 
In some cases, there is also noted a tension in the 
gastrocnemius muscle with shortening of the tendo 
achillis. A characteristic point in static knee-pain 
is the strict localization of the pain around the 
condyles of the femur and tibia. The treatment 
consists in elevation of the knee, gymnastic exercises, 
and if necessary, operative lengthening of the tendo 
achillis. A. STEINDLER. 


Werndorff, R.: Method of Hammering in Club- 
and Flat-Feet (Verhaemmerung des Klump- und 
Platt-Fusses). Zéschr. f. orthop. Chir., 1915, xxxv, 
Feb. 


The author’s method consists in adding to the 
bloodless correction of the club- or flat-foot a prac- 
tice of hammering these deformities into correct 
shape. A metal plate, one centimeter in thickness, 
is placed on the sole of the foot and with . number 
of well-directed strokes with the hammer, the foot 
is modeled into shape. A. STEINDLER. 


Gansen, M.: Dorsal (dema of the Foot (Dic 
Fuss Geschwulst und ihre Ursache). Zischr. f. 
orthop. Chir., 1915, xxxv, Feb. 


This affection occurs frequently among the 
soldiers of the continental armies and also among 
civilians after enforced and strenuous marching. 
In the German army alone, 12,000 to 16,000 men, 
or 2.5 per cent are being treated annually for this 
trouble. All authors agree that the strain of en- 
forced marching is the eliciting cause of the trouble, 
but there is great discrepancy in regard to the under- 
lying pathological conditions. 

In his very exhaustive treatise the author 
emphasizes the fact that the majority of cases of 
oedema of the foot do not show a fracture of the 
metatarses, though the radiograms show thicken- 
ings of the metatarsal shafts, mostly of the second 
and third metatarsals. There is a noticeable spasm 
of the interossei which can be best demonstrated 
clinically by the fact that pressure upon the interos- 
seal spaces renders the passive abduction and adduc- 
tion of the toes difficult and painful. This condition 
of the interossei muscles is entirely analogous to the 
spasm of the calf muscles in flat-foot. In addition 
to this, spasm of the extensors and peronei, as in 
true flat-foot, is observed. The periosteal thicken- 
ing is confined to the places of origin of the inter- 
ossei and is regarded by the author as traumatic 
periostitis. The oedema is likewise explained by the 
spastic condition of these muscles. In regard to 


prophylaxis walking upon the toes with a good insole 
and a proper shoe which avoids side pressure of the 
forefoot will do much to prevent this disease. 

The treatment consists mainly of rest and fixation 
until the oedema has disappeared; later, massage and 
hot packings and warm foot-baths are used to 
overcome the spastic condition and to restore the 
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free lateral mobility of the toes. When dismissed 
the patient should be supplied with a good insole to 
prevent a recurrence of the disease. A. STEINDLER. 


Orr, H. W.: The Character of Orthopedic Treat- 
ment Necessary and Its Importance During 
the Period of Spontaneous Improvement After 
Infantile Paralysis. Lancet-Clin., 1916, cxv, 182. 


Much of the disability and most of the deformity 
now following infantile paralysis is avoidable. 
Adequate care for the first year following the acute 
attack would save a large proportion of the present 
sequel. 

The paralysis is due to partial or complete destruc- 
tion of motor cells and peripheral nerves; it is usually 
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temporary because the motor cells for any muscle 
lie at different cord levels, and are rarely all involved, 
and because many involved do recover. Permanent 
paralysis is due to the fact that such muscles have 
been overstretched by contraction of unparalyzed 
opponents, or by weight-bearing without protection. 
Mechanical protection against overstretching 
and deformity is the prime factor. It alone should 
be used during the painful stage, and should not be 
accompanied by any massage, exercises, or elec- 
tricity. No treatment following this acute attack 
is adequate unless accompanied by protective splints 
or apparatus. The simple methods are the best, 
and for a great majority of cases, plaster of Paris is 
fully sufficient. R. G. PACKARD. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Janssen, T. H.: Early Diagnosis of Tuberculosis of 
the Spine (Fruechdiagnose der Wirbeltuberkulose). 
Muenchen. med. Wehnschr., 1915, No. 35. 


In this very interest.ng study, the author points 
out several symptoms of early diagnosis in spinal 
caries. In a number of cases the observation was 
made that the pressure tenderness existing along 
the inner border of the os ilei could be followed out 
along the entire course of the ileo-inguinal nerve. 
Very often after long standing or walking, circular 
pain may appear similar to the girdle pain. Pain 
in the lower abdominal region is observed, especially 
in low-seated tuberculosis of the spinal bodies. In 
a number of cases the examination showed spastic 
contraction of the long muscles of the back. The 
author favors the method of Rollier and the insola- 
tion with the quartz lamp. ‘The fixation is carried 
out by a mattress. A. STEINDLER. 


Galli, G.: Spondylitis Typhosa (Spondylitis Typho- 
sa). Muenchen. Med. Wehunschr., 1915, No. 15. 
Scarcely more than a hundred cases of spondylitis 
typhosa have been described in the literature. The 
author found one case among 1,800 cases of typhoid, 
a man 59 years old. The complication in the spine 
usually occurs during the period of convalescence, 
sometimes even later. Rogers reports one case 
occurring six months after the typhoid attack. 
Very characteristic are the violent pains in the back 
which cannot be alleviated by anodynes. The pain 
is by far more pronounced than in tuberculosis. 
Rarely a gibbus is formed but sometimes a scoliosis 
is noticed due to the contraction of the musculature. 
No suppuration ensues and the prognosis in general 
is favorable. The treatment consists in the appli- 
cation of a plaster-of-Paris corset. A. STEINDLER. 
Delbet, P.: Traumatic Spondylitis (Spondylite 


traumatique). Rev. gen. de clin. et de thérap., 1916, 
Tex, 162. 


Traumatic spondylitis occurs under varying con- 
ditions. In some cases there may be no primitive 


symptoms as regards the vertebral column at the 
time of the accident. Deformation and sometimes 
radicular or very accentuated medullary effects 
may only show themselves as late secondary effects. 
In radiographs, however, of such patients very fre- 
quently grave lesions are found. There may be a 
fracture of the vertebre; if so it usually is an attri- 
tion fracture rather than an ordinary oblique frac- 
ture which is always accompanied by immediate 
gibbosity. 

In an injury to the vertebral column, even if there 
be no notable symptoms, it is necessary to watch 
the patient with the greatest care. If after a few 
days the condition is not satisfactory, immobiliza- 
tion must be resorted to. There are cases of 
spondylitis in which the radiograph does not show 
any clear lesion. Defective early treatment may 
result in radicular compression and medullary dis- 
turbances being established later on. 

W. A. BRENNAN. 


Hartwell, J. B.: Fractures of the Spine Without 
Paraplegia. Am. J. Orth. Surg., 1916, xiv, 82. 


During six months’ service in the male surgical 
division of the out-patient department of the Mas- 
sachusetts General Hospital, 10 patients who sought 
relief for pain in the back were found to have a frac- 
ture of the spine, and one patient with spinal frac- 
ture was treated in the orthopedic division. Not 
one of the cases had at any time had any motor or 
sensory paralysis or sphincteric disturbance. Of 
the series 8 cases were compression fractures, one 
was a fracture dislocation, and 2 were fractures of 
the transverse processes of the lumbar vertebrz. 

Pain in the back is the chief subjective symptom; 
it is well localized and constant. In none of his 
cases did it radiate nor were there any other signs 
of nerve-root pressure. Localized tenderness over 


the spinous process should always suggest the possi- 
bility of fracture of the spine and if in addition there 
is disalignment of the spinous processes, the diagno- 
The final proof of the presence 


sis is almost certain. 
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of fracture must be determined by X-ray, but not 
only are satisfactory plates difficult to obtain but 
their interpretation is very difficult. Lateral views 
show unmistakable deformity of the vertebral 
bodies that clinch the diagnosis, and should be taken 
in every suspected case. 

The kyphos caused by compression fractures may 
readily be mistaken for the deformity of a bad pos- 
ture. 

The treatment consists in prolonged fixation of 
the spine in extension, by plaster jackets. If the 
pain is not relieved or if there is an increase in the 
knuckle, permanent splinting of the spine by an 
Albee operation or one of its modifications is 
indicated. Lewin. 


Netter, A.: Serotherapy of Poliomyelitis (Sero- 
therapie de la poliomyelite). Arch. de. méd. d. 
enf., 1916, Jan. 

The author gives a report on the intraspinal serum 
treatment of 32 cases of infantile paralysis. Com- 
plete cures were obtained in 6 instances; almost com- 
plete cures in 3 more; very marked improvement in 
7 cases, and appreciable improvement in 5 more; 3 
cases were not influenced at all, and 8 cases died, 
mostly on account of extension of the disease into 
the bulbar part of the cord. 

The author believes that the rapidity of the im- 
provement after injection, and, on the other hand, 
the arrest of the improvement when the injections 
were discontinued, leaves no doubt as to the efficacy 
of the method. If applied in the preparalytic stage 
it can prevent the appearance of paralysis. Only 
one case of this kind is reported by the author, but 
he believes that under certain conditions the treat- 
ment could be begun early enough to inhibit the 
paralysis. The serum of patients who have re- 
covered from infantile paralysis maintains its 
effectiveness for more than thirty years. The 
injections must be made into the spinal canal, and 
must be renewed as a rule within eight hours. The 
dose varies from five to thirteen centimeters. 
Human serum is better tolerated in the spinal canal 
than horse serum. The latter may produce fever 
and pain, or other anaphylactic symptoms. 

A. STEINDLER. 


Engelmann, G.: Etiology of Habitual Scoliosis 
(Aetiologie der habituellen Skoliose). Zéschr. f. 
orthop. Chir., 1915, xxxv, March. 


The author considers previous rickets of great 
importance in the etiology of subsequent habitual 
scoliosis and he distinguishes two types of rickets 
which may lead to deformation of the spine. First, 
the usual rachitic spine in which there is merely a 
retardation of ossification and, second, the diffuse 
malacic spine in which ossification sets in especially 
late and the vertebral bodies appear wedge-shaped. 
The latter condition is seen in the severe rachitic 
scoliosis of small children. 

Habitual scoliosis originates in the opinion of the 
author in the disturbances found in the rachitic 
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spine of early infancy. The junction between the 
neural arches and the bodies are the seat of begin- 
ning deformities of the individual vertebra. If 
these are not overcome by subsequent growth 
habitual scoliosis will appear at a later period of 
life. Contributary causes for habitual scoliosis are 
the rigid requirements upon the spine during the 
years of rapid growth and schoolwork, that is, 
between six and fifteen. It is noted by the author 
that in order to produce habitual scoliosis later, the 
rickets need not necessarily be of the extreme 
type but may be of moderate type without any 
other rachitic stigmata being noticeable in the 
skeleton. A. STEINDLER. 


Nussbaum, A.: The Dangers of the Albee Operation 
in Potts’ Disease in Children (Ueber Gefahren 
der Albee’schen Operation bei Pott’schen Buckel 
der Kinder). Beitr. z. klin. Chir., 1916, xcix, 123. 

The author comments on the success of the Albee 
operation but warns against possible disadvantages 
developing later for the following reasons: The 
implanted bone-graft bridges over the epiphyseal 
lines of all ankylosed vertebra. Inasmuch as the 
graft itself has no active power of growth it is to be 
expected that it will hinder the elongation of the 
spinal column. Furthermore, the increase in length 
of the bodies of the vertebrz finds a resistance in the 
transplanted bone and if the energy of growth of the 
epiphyseal lines is greater than the firmness of the 
transplanted bone, the latter must either be torn 
transversely or bent so as to form a lordosis. 

In order to investigate these points the author 
experimented with three young dogs, leaving two 
other animals of like age as controls. Seven months 
after operation a pronounced lordosis had developed 
and the animals were decidedly smaller in size than 
the others, the latter point the author considers 
remarkable inasmuch as it shows that the hindering 
of growth of five vertebra hindered the growth of the 
entire body. 

The author concedes, however, that notwith- 
standing these disadvantages, the pronounced suc- 
cess of the operation in all other respects outweighs 
the drawbacks. W. A. BRENNAN. 


Roberts, P. W.: Fracture of the Vertebrze Without 
Cord Symptoms. Surg., Gynec. & Obst., 1916, 
xxii, 198. 

Illustrating his point by X-rays and photographs 
of four cases seen within a year, Roberts calls atten- 
tion to the frequency with which fractures of the 
vertebra without cord symptoms are overlooked. 
Three of the patients had passed ten days or more 
in hospitals and were discharged without discovery 
of the vertebral fractures, all of which were severe 
with crushing of the bodies and displacement of 
fragments. 

The author believes that surgical textbooks, 
which seldom refer to the possibility of fracture of 
the vertebra without cord symptoms, may be re- 


sponsible for the failures in diagnosis, as most 
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authors emphasize the point that ‘paralysis is the 
most important and constant symptom in fracture 
of the vetrebre,”’ and this has unfortunately become 
the accepted view. 

Roberts suggests that all cases of spine injury 
should be examined for localized tender points over 
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Morestin, H.: Palliative Treatment of Facial 
Paralysis by Plaiting of the Soft Subcutaneous 
Parts (Traitement palliatif de la paralysie faciale 
par le froncement des parties molles sous-cutaneés). 
Bull. Soc. de chir. de Par., 1916, xlii, 166. 


Morestin points out that while the ideal method 
is to establish the continuity of the interrupted nerve 
by suture and thus obtain integral return of func- 
tion, yet in certain cases this ideal cannot be pur- 
sued. The idea of restoring function by anastomo- 
sis with another nerve though attractive is not easily 
put into execution. He has obtained successful 
results with muscular anastomosis. In one pa- 
tient he united a strip of the temporal to a part of 
the orbicular as well as fixing the buccinator and 
masseter. 

The reduction of the soft subcutaneous parts of 
the face by buried sutures, the plaiting and fixation 
of these to resisting planes, constitutes in itself a 
method, palliative it is true, yet powerfully effica- 
cious and to be recommended on account of its 
simplicity. 

He reports details of three wounded men who were 
treated by this method with excellent results. 

A. Goss. 


Morat, I. P.: A Case of Complete Section of the 
Spinal Cord Followed by a Partial Restoration 
of Sensation and Movement in the Regions 
Previously Paralyzed (Un cas de section compléte 
de la moelle épiniére suivie d’une restauration 
partielle de la sensibilité et des mouvements des 
régions d’abord paralysées). Lyon chir., 1916, xii, 
761. 

Morat’s contribution is very interesting. It 
relates to a soldier who received a gunshot wound in 
the region of the tenth rib about 12 cm. from the 
median line. Motor and sensory paralysis of 
the region below the level of the umbilicus followed 
with urinary and fecal retention, etc. 

Although wounded April 20, 1915, the man was 
not operated upon until the following August. The 
spinal canal was opened in the neighborhood of the 
wound, and a piece of shell was extracted. The 
fragment had produced a complete section of the 
spinal cord between the tenth and eleventh dorsal 
vertebra. The separated segments,, which were 
about 15 mm. apart, were drawn together by sutures 
without, however, attaining contact. The wound 
closed by first intention. On the eighth day im- 
provement was manifested by some movement of 
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the spinous processes and for deformity, which is 
usually of the rounded type, and that X-rays in two 
planes should be taken with apparatus of high pene- 
tration. In the series of cases reported cures were 
effected by the use of spinal braces, but where con- 
servative measures fail bone-grafting is indicated. 


NERVOUS SYSTEM 


the lower limbs. By the twelfth day voluntary 
flexion of the left leg was noticed. By the first of 
October there was restoration of muscular sensation. 
At the time of the report, 50 days after operation, 
there was still disturbance of sensation, and urinary 
and facal incontinence persisted. 

In this case Morat believes that the suturing of 
the cord had no effect in producing the improvements 
noted. He rather thinks it was due to a hypothesis 
founded on a property of the nervous system, viz., 
functional plasticity, that faculty of adaptation 
which permits, without creation or reconstitution 
of new elements, the interior connection of its 
elements under new conditions; and in case of mutila- 
tion the replacing of destroyed parts when they are 
necessary for the preservation of the individual. It 
is known from experiments on dogs that the greater 
part of the spinal cord may be removed and that 
certain necessary functions at first profoundly dis- 
turbed will become re-established in due course of 
time. A. Goss. 


Ingebrigtsen, R.: A Contribution to the Biology 
of Peripheral Nerves in Transplantation; Life 
of Peripheral Nerves of Mammals in Plasma. 
J. Exp. Med., 1916, xxiii, 251. 

Ingebrigtsen notes the fact that it has already 
been demonstrated that in pieces of peripheral 
nerves removed from the living animal and kept 
in vilro under certain conditions, the first stages 
of Wallerian degeneration may occur exactly as 
in the peripheral part of a divided nerve in the 
living organism. The phenomena, he states, are 
identical, but the process takes place more quickly 
in vitro, and the conditions required for this degenera- 
tion in vitro are the presence of a solution of sodium 
chloride with some salt of bivalent metals—calcium, 
strontium, or magnesium—in suitable proportions, 
such as Ringer’s solution. 

The experiments were carried out in the following 
way: From a living rabbit pieces one-half to two- 
thirds cm. long were removed from the sciatic nerve, 
and the nerve-fibers were dissociated in Ringer’s 
solution by means of needles. The fibers were put 
immediately into a drop of plasma on a cover-glass, 
which was inverted over a hollow slide, sealed with 
paraffin, and incubated at 38°C. The preparations 
were observed from day to day, under the micro- 
scope on a heated table and no changes in the fibers 
were noticed up to the tenth or twelfth day after 
incubation. In hardened and stained preparations 
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the nerve-fibers had the same appearance on the 
sixth, seventh, and eighth days as on the first day. 
In the nerve-fibers from the calcium plasma no 
degeneration occurred; whereas the nerves from the 
calcium serum and calcium Ringer solution tubes 
developed a degeneration in the usual way. 

The author draws the following conclusions: 

1. The Wallerian degeneration occurring in 
peripheral nerves by incubation in Ringer’s solution 
and serum does not occur in plasma. 

2. Peripheral nerves incubated in plasma give 
rise to no growth. The same is true of peripheral 
nerves in a Wallerian degeneration up to the fourth 
day. 

3. Peripheral nerves in Wallerian degeneration 
from the fifth day give rise to a growth of the 
syncytium of Schwann. In cultures from later 
stages there is a progressive growth of the same 
structure. It is evident that the proliferation of 
the cells of Schwann is directly produced by the 
degeneration of the axis cylinder and its myelin 
sheath. 

4. In no case was growth of axis cylinders ob- 
served. 

5. The growth of the syncytium of Schwann from 
degenerating nerves affords a basis for an anatom- 
ical conception of the centrifugal orientation of 
growing axis cylinders in regeneration. 

6. Morphologically there is a striking resemblance 
between the syncytium of Schwann and neuroglia 
growing in plasma. GeorcE E. BEILBy. 


Schiffbauer, H. E.: Operative Treatment of Gun- 
shot Injuries to the Peripheral Nerves. Surz., 
Gynec. & Obst., 1916, xxii, 133. 

Schiffbauer, who has served in the German army 
since the beginning of the present war, gives the 
results of an extensive experience with gunshot 
injuries to the peripherial nerves. 

As indication for operation he gives the presence 
of completely severed nerves, which condition can 
be recognized by the absence of motor, sensory, 
trophic, and vasomotor functions, to be determined 
by the usual tests. He states, however, that it is 
necessary to wait at least three months before a 
definite diagnosis is possible that the nerve has been 
completely severed, because in some cases there is an 
automatic restoration of function up to that time. 

Schiffbauer favors the earliest possible time for 
operation after the positive diagnosis is possible and 
about six to eight weeks after the wound is complete- 
ly healed, because the earlier the operation is per- 
formed, the better are the anatomical relations 
maintained. The scar tissue is present in small 
amount; it is soft and easily removed. The capillary 
oozing is diminished, thus preventing the tendency 
to hematoma formation and the development of 
more scar tissue. He also points out other bad 
results in case the operation is long postponed, such 
as compression of the nerves by callus or scar tissue, 
the increase of scar tissue because of the presence of 
foreign bodies, deformities of the joints and con- 


traction of the healthy muscles, as well as the occur- 
rence of many trophic changes. 

A definite technique of operation is described of 
which the principle points are perfect coaptation, 
prevention of haematoma, and early passive motion. 
All operations are performed without the Esmarch 
constriction. All scar tissue is carefully removed. 
The nerve-ends are carefully mobilized and perfect 
coaptation is accomplished by suturing the peri- 
neurium with very fine silk. After this the nerve is 
placed in a new muscle-bed free from scar tissue. 
Special care is taken to guard against tension. 


Lyle, H. H. M.: The Physiological Treatment of 
Bullet and Shell Wounds of the Peripheral 
Nerve-Trunks. Surg.. Gynec. & Obst., 1916, xxii, 
127. 

These remarks are based on the study of cases 
observed while in charge of Hospital B, American 
Ambulance, Juilly, Seine et Marne. 

The literature of military surgery is rich in the 
operative treatment of gunshot wounds of the peri- 
pheral nerves, while the preliminary treatment has 
received scant attention. 

There is no sure method of immediately differ- 
entiating between anatomical and_ physiological 
blocking of nerve impulses. The failure to recognize 
this has led to many unnecessary and harmful opera- 
tions. As all projectile wounds are potentially 
infected, operative measures are contra-indicated. 
For these reasons it was the practice at the ambu- 
lance to treat peripheral nerve-lesions on an ex- 
pectant plan, postponing nerve-suture until the 
wounds were healed. 

Many brilliant technical operations have given 
disappointing functional results. The operator, 
besides contending with the uncertainties of nerve- 
suture has had to correct accompanying deformities, 
and struggle against muscular degeneration. From 
the first a suitable apparatus should be applied to 
relax the paralyzed muscles, and protect them from 
strain. Measures should also be instituted to 
preserve the nutrition of the muscles and maintain 
their excitability to electrical stimulation. 

Musculospiral injuries. The basic _ principle 
underlying the physiological treatment of this lesion 
is the use of an adjustable splint to hyperextend the 
hand, and abduct the thumb, the arm being supin- 
ated. This is accomplished by a Jones “‘cock-up” 
splint, or Tuffier’s moulded aluminum splint. The 
hyperextension counteracts the continuous effect 
of gravity, relaxes the paralyzed extensors, and 
stretches the flexors, thus restoring the muscular 
balances, and preventing the occurrence of a con- 
tracted drop-wrist. The wrist is kept in this 
position until voluntary power is restored. 

Ulnar injuries. The fingers are spread apart, the 
first phalanges flexed, the second and third extended, 
the thumb adducted. 

Median injuries. The hand and fingers are 
strongly flexed, the thumb abducted and flexed, the 
arm slightly rotated. 
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Circumflex injuries. Paralysis of the deltoid is 
combated by abducting the arm. 

Injuries to the external popliteal and musculocu- 
taneous. The foot is placed in a position of strong 
dorsal flexion and eversion. 

The conclusions are as follows: 

1. Damage to an important peripheral nerve is 
an injury of extreme gravity. 

2. Primary nerve-suture is rarely indicated. 

3. Unrelieved, overstretched, muscular tissue 
leads to fatty degeneration and loss of contractility. 

4. A paralytic deformity with shortened muscle 
and limited joint movement, in the majority of 
cases, is the result of ignorance or neglect. 

5. It is imperative, whether the nerve is divided 
or not, that the paralyzed muscles be relaxed and 
protected from strain by a suitable apparatus. 
Under no circumstances must this be deferred to the 
so-called after-treatment. The postural prophy- 
laxis begins with the reception of the wound, and 
continues after the operation until voluntary motion 
is restored. A strict adherence to this vital ortho- 
pedic principle aids in the diagnosis, hastens re- 
covery, prevents many distressing deformities, and 
will materially diminish the number of useless limbs. 

6. This essential principle has not received the 
attention from the general profession which it 
deserves. 


Marie, P., and Foix, C.: Operative Indications 
Furnished by the Histologic Examination of 
Nerves Injured in War (Indications opératoires 
fourniés par l’examen histologiques des nerfs lesés 
par plaie de guerre). Presse méd., 1916, p. 41. 

The authors consider that histologic study of in- 
jured nerves will to some extent dissipate the in- 
decision which at present exists among surgeons as 
to the desirability or otherwise of operating in the 
case of injured nerves. Not only this, but such 
examination will point to what type of operation 
should be followed. Histological examination will 
in fact show not only the probabilities of regenera- 
tion in a damaged nerve but also the conditions in 
which this regeneration can best be affected. It 
therefore furnishes important indications on the 
choice of operation and on the technique. 

The authors give the histologic findings from their 
examination of the most usual and essential types 
of nerve lesion from specimens removed by opera- 
tions carried out during the war. Each type is 
illustrated. A. Goss. 


Dejerine and Mouzon: The Diagnosis of Complete 
Interruption of the Great Nerve-Trunks of 
the Limbs (Le diagnostic de l’interruption com- 
pléte des gros troues nerveux des membres). Presse 
méd., 1916, p. 97. 

In previous articles dealing with war injuries of 
the great nerve-trunks the authors have referred 
to the necessity of establishing a classification of 
such lesions founded on the clinical aspects of the 
syndromes observed. Thus they distinguished a 
syndrome of interruption, a syndrome of compres- 
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sion, a syndrome of irritation; and a syndrome of 
restoration. The authors are now convinced that 
clinical examination can give precise results in the 
diagnosis of these different syndromes. 

In addition to the usual syndromes such as mus- 
cular atrophy, nerve and muscle reactions, and 
disturbances of the reflexes, there are other symp- 
toms of primary importance: (1) the complete 
paralysis of all the muscles innervated by the in- 
jured nerve; (2) the atony of these same muscles; 
(3) the absence of sensation on palpation of the 
muscles and nerve below the lesion; (4) disturbances 
of cutaneous, osseous, and articular sensation. 

The authors describe in full detail the findings in 
(1) radial paralysis; (2) paralysis of the median; 
(3) and paralysis of the ulnar. Typical nerve 
lesions are described under each heading. The 
authors conclude that a full and minute neurological 
examination is necessary before a complete inter- 
ruption of a peripheral nerve can be clinically es- 
tablished. Such an examination gives precise in- 
dications on which surgical procedures may be 
based; and during the course of an operation it also 
allows the rapid and clear interpretation of lesions 
concerning which there would be embarrassment in 
deciding without such examination. 

The clinical examination cannot obviate the 
anatomic and operatory examination of lesions; it 
can determine nothing as to the manner in which 
a completely sectioned nerve cicatrizes; but it is 
indispensable in the interpretation of the lesions and 
in supplying the indications for operation. 

W. A. BRENNAN. 


Thienann, H.: Unusual Early Reappearance of 
Function in Resected and Reunited Nerves 
(Ungewoehnlich fruehe Wiederherstellung der Lei- 
tungsfachigkeit im  resezierten und gelaechmten 
Nerven). Muenchen. med. Wchnschr., 1915, No. 15. 


An exceedingly interesting and unusual case is 
reported of a gunshot wound of the sciatic nerve 
above the bifurcation, followed by complete paraly- 
sis of the leg. The wound canal healed entirely 
aseptically, but owing to excruciating pain, a re- 
section of the nerve and the surrounding scar tissue 
was performed four weeks after the injury. 

As early as the end of the second week after the 
reunion of the nerve, the patient noticed that he 
could move his toes. On removal of the plaster- 
of-Paris bandage, three weeks after the operation, 
it was noticed that the leg and toes could beymoved 
actively. ‘The mobility in the leg progressed rapidly 
so that the patient was able to walk on crutches 
after four weeks. Three months after the opera- 
tion, the leg appeared apparently absolutely normal 
in regard to the muscle functions. A. STEINDLER. 


Auerbach, S.: Galalith in Nerve Tubulization 
(Galalith fuer Tubulisation der Nerven). Muen- 
chen. med. Wchnschr., 1915, No. 43. 


As material for tubulization, the author uses 
a substance called galalith, a casein product manu- 
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factured after a patented process. It is char- 
acterized: (1) by easy sterilization (5 minutes 
boiling in water); (2) by being easily absorbed; 
(3) by not causing any foreign body reaction; 
(4) by its low price. 

Immediately after boiling, the tubes become so 
soft that they may be easily cut open lengthwise so 
as to receive the implanted nerve. As soon as the 
tubes are placed, they are closed by catgut sutures. 
The author believes this material can be strongly 
recommended for tubulization. A. STEINDLER. 


Dumas, R.: Freeing of Nerves and Functional 
Recuperation (Libération des nerfs et récupera- 
tion fonctionnelle). Bull. Soc. de chir., de Par., 
1916, xlii, 271. 

Dumas in continuation of previous reports on the 
treatment of nerve wounds presents his operative 
technique. In some respects this follows the usual 
procedure but there are some points of originality. 
There is a distant freeing of the nerve, a long cuta- 
neous incision, which extends very much above and 
below the cicatricial zone; search for the superior 
end of the nerve and dissection of it from above down 
to its entry into the sclerous tissue; search for the 
inferior end and a similar working up to the inferior 
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pole of the sclerous zone. Then instead of seeking 
to dissect the nerve in the sclerous tissue, the whole 
sclerous mass is dissected until healthy muscular 
tissue is reached. If the section of the nerve is 
clinically incomplete, there is usually found some 
reaction neuroma more or less exuberant. Ex- 
tirpating the exuberance the freed nerve is placed in 
fatty tissue following the method already described 
by the author. If the section is complete the tissue 
which holds the two ends is reconstructed, and this 
constitutes a veritable bridge between the nerve- 
fibers of the central extremity and of the peripheral 
extremity. Experience shows that even in the worst 
cases where there is a break of 5, 6, or even 8 cm. of 
the two ends the re-establishment of nerve function 
can be realized. 

The disadvantages of the method, particularly 
injury to neighboring vessels are discussed. Dumas 
has made actual intervention as follows: ulnar 142; 
median 133; (in 48 cases the two lesions coexisted) ; 
radial 119; sciatic 88; brachial plexus 30. 

No cases of motor recuperation after section and 
suture of a nerve is reported, but probably this is a 
matter for the future. The author claims excellent 
functional results in lesions of the median, ulnar, 
radial, and sciatic nerves. A. Goss. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC,’ 


DaCosta, J. C., Jones, J. F. X., and Rosenberger, 
R. C.: Tanners’ Ulcer. Ann. Surg., Phila., 1916, 
Ixiii, 155. 

The authors call attention to the numerous 
callings which are designated dangerous occupations 
on account of the mental or physical strain, con- 
tamination of air, direct contact with irritants and 
poisons, or to liabilities to injuries more or less 
grave to which the workers are subjected. They 
note that the suicide rate is a fair measure of the 
strain of an occupation, though not necessarily of 
the dangers attending it. 

Among the dangerous callings due to irritants 
and poisons, those which employ chrome salts are 
of considerable importance. Chromic acid and its 
salts, in some form, are used in photography, in 
calico printing, in bank-note printing, in the ceramic 
industry, in the manufacture of safety matches, 
— glass-making, bleaching oils, and tanning 

ides. 

The authors have given a brief résumé of the 
literature upon ‘‘chrome sores”? from Christison’s 
first description in 1829 down to the present day. 
There have been a number of cases of acute and 
chronic poisoning from chromium salts reported, 
and to these the authors have added 44 cases, 19 of 
which have been carefully observed and are given 
in some detail. In practically all of their cases the 


ulcerations have been kept wet by chromate solu- 
tion. Healing is not to be expected as long as the 
patient continues to work. The chief characteris- 
tics of the ulcers are induration, pain, and a tendency 
to deep penetration, some of them entering joints 
or even bones. The ulcers usually result from an 
exposed excoriation, and hence usually have the 
shape of that breach in the continuity of the skin. 
A green or grayish core or slough forms in the center 
of the ulcer and separates, leaving perpendicular 
edges, unless there is an accompanying severe 
pyogenic infection. The floor of the ulcer is pale 
pink or pale gray. The discharge is usually thin, 
scanty, and purulent. The parts about the ulcer 
are densely hard, and the induration, though never 
narrow, is greater or less in direct proportion to the 
depth of the ulcer. 

Healing occurs under crust formation as a rule. 
The parts near a healing ulcer are pearly white as 
are the scars of the healed ulcers. Patients are 
tortured day and night, often not being able to 
sleep on account of the extreme pain and severe 
itching. The ulcers will never heal unless protected 
by some impervious material, and even with abso- 
lute rest, recovery usually takes weeks. 

The authors take up the question of prevention of 
the ulcers and discuss the various methods which 
have been proposed and are in use. All of the 
methods depend upon rendering the skin and, 
particularly, abrasions impervious to the attack of 
the chrome salt. GaTEewoop. 
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Lathrop, A. E. C., and Loeb, L.: Further Investiga- 
tions of the Origin of Tumors in Mice, and on 
the Part Played by Internal Secretion in the 
Spontaneous Development of Tumors. J. 
Cancer Research, 1916, i, 1. 


This present contribution was undertaken by the 
authors in an endeavor, on the basis of all previous 
studies on the heredity of cancer in mice, not only 
to analyze the factors contributing to the origin of 
cancer, but also to acquire if possible means of 
preventing the spontaneous development of malig- 
nant tumors in mice. 

Their work may be summarized as follows: 

1. Castration of female mice below the age of 
six months leads to a very marked decrease in the 
cancer incidence of these animals, although the 
authors have not so far succeeded in preventing 
cancer altogether under these conditions. 

2. The cancer age is increased in castrated 
female mice. 

3. Castration in mice above the age of six months 
has so far been without effect. 

4. The prevention of breeding in female mice 
decreases the cancer incidence and increases the 
cancer age, though to a much smaller degree than 
does castration. 

5. Non-breeding female mice reach a_ higher 
age than breeders. 

These results are interpreted as due to the in- 
fluence of the corpus luteum on the growth of the 
mammary gland, and as the first experimental 
demonstration of internal secretion as an etiological 
factor in the spontaneous development of cancer. 
The chemical action is superimposed upon a heredi- 
tary factor distinct from the former. 

GrorceE FE. BEILBy. 


Mowers, S. W.: Review of the Present Status of 
the Treatment of Cancer. Northwest Med., 
1916, xv, 55. 

Reviewing the present status of the frequency 
of cancer the author calls attention to the fact that 
we are yet in ignorance as to the ultimate cause of 
cancer. During 1913, in the registered areas of the 
United States, comprising — per cent of our pop- 
ulation, 75,000 people died of cancer, an increase of 
12.1 deaths per 100,000 during 10 years. This 
increase may possibly be due to improved diagnosis, 
or to the fact that a larger percentage of people 
now live to reach the cancer age. Serums, vaccines, 
and toxins have so far failed to cure. Coley’s 
serum forms the one exception, wherein a certain 
number of cases, a small percentage, have been 
either cured of sarcoma or been temporarily bene- 
fited considerably. Exposure to X-ray of a moder- 
ate degree of intensity results in a stimulation of the 
growth, whereas the heavier exposure may cause a 
retrogression or apparent cure in a superficially lying 
carcinomata. ‘The deeper processes are less favor- 
ably influenced by this treatment. The author 
quotes McKee as favoring single massive doses 
rather than divided milder exposures. 
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Radium has about the same sphere of useful- 
ness and treatment as X-rays; namely, superficial 
growths are greatly improved or cured, whereas 
the deeper ones are not influenced to such a marked 
degree. As yet it is a little early to form any 
opinion as to its true value. Fulguration also has 
been advocated in the treatment of superficially 
lying growths. However, its application is limited. 
Surgery is the safest and surest method of curing the 
disease. The experiments by Jensen in 1902, 
showed that the cells of cancer are not a proliferation 
of normal tissue cells but spring from one another, 
and that if the growth is early removed completely, 
cure results. 

The author quotes Bainbridge’s advice in the 
surgical technique of cancer operations. No in- 
strument should be used twice without sterilization 
because of the danger of reinfection from them. 
Tumor mass ought to be carefully handled in the 
dissection so that the wound may not become con- 
taminated from cells disseminated at the time of the 
incision. All manipulations of the tumor and the 
cancer-bearing tissues should be carried out with 
the greatest care and gentleness. Block dissection 
of the mass and its draining lymphatics should be 
made, starting the excision with the glands and tak- 
ing out the tumor last, because of the lessened 
liability of squeezing out the tumor-cells into the 
draining lymphatics when this procedure is adopted. 
There should be as little trauma as possible to the 
tissues surrounding the growth at the time of op- 
eration. Severed lymph-vessels should be twisted 
off to prevent further lymphatic infection. Drain- 
age tubes and tension on the wound are to be avoided 
and in ligating the vessels fine catgut, which is 
quickly absorbed, will be found to give the least 
irritation to the wound. Harry G. SLOAN. 


Hoffman, F. L.: The Mortality from Cancer in the 
Western Hemisphere. J. Cancer Research, 1916, 
i, 21. 

Hoffman presents a very exhaustive and statis- 
tical study of cancer and its mortality viewed from 
the standpoint of age, sex, climate, race, and of the 
various organs and tissues of the body that are most 
frequently involved. His observations seem chiefly 
intended to emphasize the urgency and practical 
utility of further statistical research into the geo- 
graphical incidence of cancer throughout the West- 
ern Hemisphere. Conceding the rather doubtful 
accuracy and completeness of the returns from 
certain countries and islands largely inhabited by 
native races, it nevertheless seems to the author 
reasonable to maintain that if malignant disease 
were actually as common in these areas as in the 
more civilized portions of the globe, the recorded 
rate of frequency would be much higher than is 
actually the case. 

In contrast to the comparative rarity of cancer 
in many of the countries and islands of Central 
and South America, this discussion draws attention 
to the excessive frequency of the disease in such 
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cities as Buenos Aires and Montevideo, where it 
has been shown that cancer is even more common 
than in cities of corresponding size in the northern 
portion of the Western Hemisphere. In this 
direction also the author believes that the outlook 
is so encouraging that further statistical research, 
amplified by medical and anthropological studies, 
and most of all by thoroughly qualified studies of 
metabolism, diet, and habits of life, would yield 
results of considerable practical importance. Ac- 
cepting as conclusive the recorded rate of excessive 
cancer frequency for many of the countries and 
states of the Pan-American Union, it would further- 
more seem to the author of the utmost urgency that 
the attention of these countries should be directed 
to the principles and methods of the American 
Society for the Control of Cancer, as a first step in 
the direction of an effective public education in the 
essential cancer facts and a prerequisite for an 
ultimate reduction in the mortality from malignant 
disease throughout the entire Western Hemisphere. 
GrorGE E. BEILBy. 


Rockey, A. E.: The Cause of Carcinoma. Surg., 
Gynec. &F Obst., 1916, xxii, 171. 

Rockey proposes the hypothesis that cancer is 
caused by a defensive process of the tissue-cells 
to a great variety of irritations; and that there is 
no specific external cause for cancer. There is a 
normal antagonism between cells that are of meso- 
blastic, and those of epiblastic, origin; which pre- 
vents them from intermingling under the ordinary 
circumstances of wound healing. 

The defensive reaction to any irritation that 
falls short of the destruction of cells is an active 
karyokinesis. The more active this becomes the 
more nearly the cells approach the embryonal type 
and become irregular in their mitosis. This irregu- 
larity is the result of the struggle for existence, in 
which they fail to produce perfect cells. This is 
true both of the epithelial and connective-tissue 
cells. Like allies in common defense; these young 
and actively growing cells lose their normal antago- 
nism for each other and more readily mingle. The 
young epithelial cells become engulfed in those of 
the connective tissue; and lose their proper position 
on the surface. The environment which makes for 
normal development of the cells is lacking. They 
belong on the surface; and cannot in the depths of 
the tissues attain anatomic perfection, and physio- 
logic activity. They retain the excessive karyoki- 
netic tendency of their immediate progenitors; and 
can only grow and reproduce. This tendency, 
which was at first a defense growth against the irri- 
tation which destroyed the basement membrane, 
thus produces cancer. 

_ There can be no single external specific cause, 
either microbic or protozoan, for cancer, which has 
its origin in such a variety of irritations as those 
found in smokers’ cancer of the mouth and lip, 
betel-nut chewers’ cancer of the mouth, chimney- 
sweeps’ cancer, and cancer produced by X-ray 


irritations, slow burns, as those of the abdominal 
wall in the natives of Thibet; cancer of the stomach 
following ulcer, or those of the colon and rectum at 
the dependent portions, where faecal accumulations 
produce chronic irritations. All such irritations 
may, when they are of sufficient intensity to destroy 
the basement membrane, provoke a defensive re- 
action in the cells, which reduces them to an embry- 
onal form, and karyokinetic activity diminishes their 
normal antagonism to each other, and thus causes 
cancer. 


Woglom, W. H.: Intratesticular Implantation of 
the Flexner-Jobling Rat Carcinoma. J. Exp. 
Med., 1916, xxiii, 189. 

Woglom points out that the propagable tumors of 
rats and mice proliferate in practically all the organs 
of the body, including the testis, although the trans- 
plantability of the Flexner-Jobling rat carcinoma in- 
to this gland had not been definitely proved until 
the author was able to demonstrate it in the ex- 
periments which form the basis of this paper. In 
a series of transplantations he demonstrated that 
the inoculation percentage of the Flexner-Jobling 
tumor into the testis was almost equal to the sub- 
cutaneous inoculation percentage and that sub- 
cutaneous and intratesticular grafts in the same rat 
generally tended to fail or succeed together. 

However, the author states that although grafts 
do succeed in proliferating in the testis, the resulting 
tumors do not attain quite the dimensions of those 
growing in the subcutaneous tissues. The reason 
for this he cannot explain. 

He does not believe that the smaller size of in- 
tratesticular nodules can be explained solely by the 
pressure to which they are subjected during their 
growth, but that other factors, which cannot be 
determined, appear to be concerned. 

GrorceE E. 


Jones, F. S.: A Transplantable Carcinoma of the 
Guinea Pig. J. Exp. Med., 1916, xxiii, 211. 

Jones was the first to report on the transplanta- 
tion of a tumor in the guinea pig. The tumor which 
he transplanted occurred in the mammary gland of 
an old female guinea pig which, judging from the 
condition of the breast, had recently suckled off- 
spring. Bits of the peripheral layer of the tumor 
were inoculated by means of a trocar into the sub- 
cutaneous tissue of the groin and into the muscles 
of the upper leg of sixteen young guinea pigs, most 
of which were between two and three weeks old. 
Animals of this age were chosen because it has been 
frequently shown that young individuals are 
especially favorable hosts for tumor-grafts. 

Sections of the original tumor showed it to be a 
carcinoma, and the transplanted tumors were like- 
wise of the same nature. 

Summarizing his results the author states that 
an adenocarcinoma of the mammary gland of an old 
guinea pig was successfully transplanted through 
eight successive series of animals. It appeared 


= 


620 


that they grew much earlier and more rapidly. 
The number of takes also was increased. In two 
instances metastasis to the regional lymph-glands 
(inguinal) was observed. Once microscopic metas- 
tases were found in the kidney. The so-called 
precancerous changes observed in the breasts of 
women and mice suffering from mammary car- 
cmoma were found in the mammary gland of the 
spontaneous tumor animal. GrorcE E. BEILBy. 


Nuzum, J. W.: Needless Surgical Operations from 
Failure to Recognize Tabes Dorsalis. J. Am. 
M. Ass., 1916, Ixvi, 482. 


Of 1,000 tabetics, 8.7 per cent have been subjected 
to laparotomy under mistaken diagnoses one or more 
times. 

The “crises” of tabes have largely influenced the 
surgeon in his decision to operate. This statement is 
supported by the fact that 65 per cent of the 87 
patients operated on presented visceral crises. In 
17 per cent of these, the crises were the initial 
symptoms of the disease. 

Mistaken diagnoses and resulting operations 
occur chiefly through failure to examine the nervous 
system. 

Gastric ulcer, gall-bladder disease, and appen- 
dicitis are the diagnoses most frequently made. 

Tabetics subjected to several successive laparot- 

omies have, as a rule, been operated on by as many 
different surgeons. 
- A-history of paroxysmal attacks of vomiting, 
rheumatism, paresthesias, bladder disturbances, or 
fractures without physical violence should excite 
interest to exclude tabes dorsalis. 

The cytodiagnosis of the cerebrospinal fluid, 
together with the Wassermann reaction with the 
spinal fluid, are of inestimable value in doubtful 
cases. Epwarp L, CoRNELL. 


Seelig, M. G., and Joseph, D. R.: The Condition 
of the Vasoconstrictor Center During the 
Development of Shock. J. Lab. & Clin. Med., 
1916, i, 283. 

Seelig and Joseph are interested in the considera- 
tion of the view, which has been accepted too 
generally and upon insufficient evidence, that in 
surgical shock the primary cause of all the other 
symptoms is a preceding paralysis of the vasomotor 
center. The problem which they set for themselves 
was this: Can there be obtained any conclusive 
evidence that during the development of shock the 
vasoconstrictor center at any time loses its activity? 
If indisputable evidence is to be obtained that the 
activity of the vasoconstrictor center persists for 
a long time and even after many of the other mani- 
festations of shock are present, then it can be stated 
definitely that shock is not the result of a break- 
down of the vasomotor center, but must be due to 
some other cause or causes. 

They selected for their experimental investiga- 
tion the ear vessels of white rabbits. This region 
seemed ideal: first, because the vessels can be seen 
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distinctly and the caliber can be observed directly 
and compared with the caliber of the vessels of 
the other ear; secondly, because the vessels are sub- 
jected to no direct interference of any kind; thirdly, 
the course of the vasoconstrictor nerve-fibers has 
been well worked out, so that one can be sure that 
the vessels of the control ear have really been dis- 
connected from the medullary center. 

The problem was attacked according to the fol- 
lowing plan: If the vasoconstrictor nerves to one 
ear are cut, all influence of the vasoconstrictor cen- 
ter over the vessels of that ear are removed. The 
denervated vessels might then be expected to react 
more or less passively to changes of pressure within 
them. If the heart were maintaining high blood- 
pressure these vessels should become passively 
dilated. If, on the other hand, the blood-pressure 
were low, they would be correspondingly less di- 
lated. In other words, the vessels of the denervated 
ear would react passively to the blood-pressure with- 
in them, without reference to the vasoconstrictor 
impulses arising outside the vessels. 

The method employed was as follows: The ves- 
sels of one ear were denervated by resecting and 
severing, under ether anesthesia, the auricularis 
magnus nerve at the base of the pinna and re- 
moving the superior cervical sympathetic ganglion 
on the same side. In no case was the animal re- 
duced to a state of shock immediately following 
the denervation of the ear. At least twenty hours 
elapsed between the two operations and in some 
cases there was an interval of several days. The 
purpose of this delay was to avoid the effects upon 
the denervated vessels of immediate stimulation 
of vasodilator or vasoconstrictor nerve-fibers con- 
sequent upon the operative procedures at the time 
of the denervation. After this interval, the animal 
was again etherized and reduced to a state of shock. 

Twenty-five experiments were performed in this 
series. The interval between denervation of the 
blood-vessels of one ear and the production of shock 
varied from twenty hours to twelve days. This 
interval was allowed in order to secure a proper set 
of control vessels, affecting in no way the vessels 
of the normal ear directly. 

The authors summarize their conclusions as 
follows: 

1. Denervated blood-vessels usually show the 
best passive response to internal pressure changes 
when used within twenty-four hours after their 
denervation. 

2. Normally innervated ear-vessels are strongly 
constricted while the animal is sinking into a con- 
dition of shock and after shock has developed. 

3. This strong vascular constriction persists 
even though the blood-pressure be raised well toward 
the normal level (at a time when the animal shows 
distinct symptoms of shock). 

4. This vasoconstriction is due to the activity 
of the vasoconstrictor because (1) the denervated 
vessels of the other ear become strongly dilated 
under the influence of the same pressure and (2) the 
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constriction of the normal vessels themselves dis- 
appears at once if their connection with the vaso- 
constrictor center is destroyed by cutting the 
nerves, or by abolishing their conductivity with ether 
or by freezing. 

5. Since a fairly high degree of activity of the 
vasoconstrictor center can be demonstrated even 
after the blood-pressure has fallen to a low level 
and reflexes are sluggish, it is justifiable to con- 
clude that a paralysis or failure of the vasomotor 
center is not the primary cause of the other symp- 
toms of surgical shock. ALBERT EHRENFRIED. 


BLOOD 


Phocas, G., and Portocalis, A.: Prognosis in Surgery 
Based on the Opsonic Index (L’opsono-prognos- 
tic en chirurgie). Arch. de méd. ex pér., 1916, xxvii, 
103. 


In discussing this subject the authors point to 
the irregularity with which infections appear in 
different patients after operation. Some even after 
long and severe surgical procedures go on to re- 
covery without incident; others even after a slight 
intervention are subjected to most unfortunate 
consequences. ‘The authors’ aim is to seek a reason 
for this. The outbreak of post-operative infective 
phenomena does not depend alone on invasion by 
germs. If infection exists which the individual is 
unable to combat, in the great majority of cases they 
are slight infections produced in the course of the 
operation. Everything depends on the condition 
of resistance of the operative field, and the measure 
of this resistance to infection may be estimated by 
securing the opsonic index of the patient. 

The authors suggest that a patient may 
very easily become infected from operative room 
sources when his resistance is low and that such 
infection is capable of producing all the post- 
operative accidents which occur. They have 
studied the opsonic index in the case of 36 operated 
subjects. The test of resistance was made with the 
staphylococcus only. Blood from the patient was 
obtained under the same conditions in all cases, 
usually on the day of operation. From the results 
it is evident that there is an agreement between the 
value of the opsonic index and the resistance to in- 
fection. 

While the authors cannot draw any conclusion as 
regards the value of the opsonic index in deter- 
mining the nature of the disease, yet it is note- 
worthy that tuberculous subjects have shown a very 
high index. Below a certain index infective acci- 
dents are the rule. No matter what may be the 
value of the index asepsis must still be the basis of 
surgery. When the index is very low additional 
care must be taken to shorten intervention and 
obviate its hardships. 

Regarding preventive inoculation to raise the 
value of the opsonic index the authors do not think 
that such therapeutic measures have given the 
results expected from them. W. A. BRENNAN. 


Woolley, P. G.: Foetal Erythroblastosis; Foetal 
Erythroblastomatosis. J. Lab. & Clin. Med., 
1916, i, 347. 

Feetal erythroblastosis is one member of the group 
of congenital general oedemata, and is characterized 
by the following features: 

1. The foetuses—premature as a rule—show 
universal oedema in the form of anasarca and hy- 
drops of the body cavities. 

2. Most of them show also oedema of the placenta 
and cord. 

3. The liver and spleen are markedly enlarged. 

4. Microscopic examination of the liver and 
spleen show massive accumulation of unusually 
large numbers of erythroblasts with other myeloid 
cells, inside and outside the vessels. Also the liver- 
cells are atrophic and in the spleen the follicles are 
absent. In other organs, especially in the kidneys 
and lymph-nodes, extramedullary erythroblastic 
nodules appear, and the blood shows enormous 
numbers of erythroblasts overshadowing all other 
elements. Mitotic erythroblasts are frequent. 

All of these characters were shown in the case 
reported. In addition to the other data it was inter- 
esting to note that the affected infant was one of a 
pair of twins. The other twin was normal. This 
fact disposes of the supposition that the disease is 
due to maternal metabolic disturbances, such as 
appear in nephritis, or to maternal infection. At- 
tention is called to the possibility that the complex 
belongs to the neoplasms, in which the erythroblastic 
tissues are affected. The term “erythroblastoma- 
tosis” is suggested to indicate this relation. 


Kahn, M.: Metabolism Studies in Haemophilia. 
Am. J. Dis. Child., 1916, xi, 103. 


The two cases studied were of different types of 
hemophilia, both in boys. One gave a typical his- 
tory of hereditary hemophilia; the other was not a 
hereditary “‘bleeder.”” In both of the cases it was 
found that there was delayed coagulation of the 
blood. In the case of atypical hemophilia the lime 
in the blood was found to be normal; whereas in the 
other case the calcium content was decreased. 

The protein metabolism as measured by the nitro- 
gen and sulphur output, in the case of the two 
hamophiliac children, was similar to the nitrogen and 
sulphur metabolism in the 5-year-old boy studied 
by Schwartz. The absorption, retention, and 
excretion were about the same, and the partition of 
the nitrogen and the sulphur into the various frac- 
tions gave normal average results. 

Compared with the normal boy, the excretion of 
calcium in the urine, as compared with the excretion 
of calcium in the feces, was about the same in both 
the hemophiliac patients. In the case of hemophilia 
calcipriva, there was a negative calcium balance 
in the fore-period, a positive calcium balance in 
the lime-feeding period, and a decreasingly positive 
calcium balance in the after-period. The mineral 
metabolism in the true hemophiliac appeared to be 
normal. 
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From these observations it would appear that not 
all haemophilia patients present similar pathologic- 
chemical disturbances. ‘There seems to be no de- 
rangement in the metabolism as measured by the 
intake and output of nitrogen, sulphur, calcium, etc., 
in the case of hemophilia vera. There are, however, 
certain “bleeders” in whom the disturbing factor 
seems to be a lack of calcium content of the blood 
and an inability on the part of their organisms to 
properly assimilate the lime from the food. In 
these cases the remedy indicated would be to ad- 
minister the lacking mineral constituent in the form 
of the chloride or the lactate of calcium. 

EDWARD L. CoRNELL. 


Satterlee, H. S., and Hooker, R. S.: Transfusion of 
Blood with Special Reference to the Use of 
Anticoagulants. J. Am. M. Ass., 1916, Ixvi, 618. 


Satterlee and Hooker conducted a series of ex- 
periments with a view to determining the best 
anticoagulative agents for purposes of transfusion. 

It has been observed that certain toxic symptoms 
varying from a slight chill and rise of temperature to 
marked anaphylactoid phenomena and even death 
has occasionally resulted as immediate sequels to 
transfusion and where the usual serologic tests for 
hemolysis and agglutination have been entirely 
favorable. In explanation of these phenomena 
three hypotheses are to be considered: 

tr. It is possible that the trypsin-antitrypsin 
balance in the circulating blood of the recipient may 
be so disturbed by the commingling with the donor’s 
blood as to result in the immediate formation of 
serotoxin from cleavage of serum protein. 

2. It is possible that the action of protective 
colloids in the body cells of the recipient may be so 
disturbed that these cells are thereby exposed to a 
reaction of antigen and antibody present in the 
circulation of the recipient but harmless to the pro- 
tected cell. 

3. The possibility of a toxic disturbance in the 
circulation of the recipient by the introduction of 
blood which, though perfectly fluid, may neverthe- 
less be undergoing incipient coagulative changes 
due to the physicial influences to which it is sub- 
jected in process of transfer. 

The mechanism of toxic action as suggested by 
the last theory is significant in connection with the 
physical influence to which the blood is exposed 
by the method of transfusion. Defibrination is, 
of course, an extreme degree of physical violence, 
but the argument of toxic effect from incipient 
coagulative factors applies, pari passu, with the 
lesser forms of physical violence which are incident 
in varying degree to any method of transfusion 
which is not a direct anastomosis. Accordingly the 
authors conceive that the rational and most desirable 
function of an anticoagulant is to restrain incipient 
coagulative changes at the zones of foreign contact, 
where such changes are most liable to occur. 

After a consideration of paraffin, hirudin, and 
various inorganic salts, by a process of elimination 


only sodium citrate and sodium metaphosphate 
remained for consideration. It having previously 
been found that the pipet-cannula method affords a 
technique which permits the use of approximately 
one-eighth of the quantity of hirudin which is 
necessary to produce an equal anticoagulative effect 
when using the simple syringe method, a similar 
advantage is shown, by the present experiments, to 
hold true with sodium citrate. In coating the pipets 
with this anticoagulant 20 to 30 ccm. of a 10 per cent 
solution of sodium citrate is poured into the pipet 
just previous to use. This fluid is thoroughly flowed 
over the interior of the pipet by rotating it in the 
horizontal position and all excess is then allowed 
to drain out through the tip, leaving approximately 
1 ccm. of the solution, which adheres as a thin film 
to the glass wall of the cylinder. The authors 
found that roo mg. of sodium citrate (1 ccm. of 
solution), when so used as a liquid coating in one of 
their pipets, was amply sufficient for the purpose of 
transfusing 250 ccm. of blood when used with their 
cannulas, and that the only fully citrated blood so 
treated was that small residual portion (about 
12 ccm.) which was retained in the pipets. There- 
fore, it is evident that not more than 38 mg. of 
sodium citrate per roo ccm. of blood is necessary for 
transfusion by this method. 

During six months the authors have used sodium 
citrate as an anticoagulant with the pipet-cannula 
apparatus in clinical practice, and are well satisfied 
with its practical operation. 

Their findings may be summarized as follows: 

1. A better knowledge of the physicochemical 
changes which may occur in the blood of the recipi- 
ent is needed in order to define more clearly the 
rational indications for transfusion. 

2. Hypotheses are suggested to explain the 
occurrence of febrile and toxic reactions following 
transfusions which cannot be foretold by the existing 
tests for compatibility. 

The theory is advanced that many of the 
febrile and toxic reactions, not to be explained hy 
hemolysis or agglutination, are due to incipient 
coagulative changes in the transfused blood which 
thus contains potential coagulative factors such as 
thromboplastin and thrombin. 

4. The employment of leech extract or commer- 
cial “‘hirudin”’ is subject to uncertainty of action 
and possible danger from contamination with toxic 
substances. 

5. The use of paraffin is theoretically the method 
of choice in providing an anticoagulant agent for 
purposes of transfusion, and has been found prac- 
ticable, but not without certain precautions and 
proper apparatus. 

6. Of the inorganic calcium-converting agents 
investigated, the citrate of sodium and the meta- 
phosphate of sodium are the only substances which 
exhibit desirable characteristics. Both of these 
salts, however, have toxic effects which demand 
consideration of the amounts which can be safely 
employed for purposes of transfusion. 
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7. Sodium citrate inthe proportion of 120 mg. to 
300 ccm. of blood, when used with the pipet- 
cannula apparatus and in the manner described, 
serves as an effective anticoagulant for transfusion. 
This proportion (0.04 per cent) is from one-fifth 
to one twenty-fifth of the amount of citrate neces- 
sarily employed with other methods. . Because of 
the considerations discussed, the authors believe 
it to be the best method for general use. 

ALBERT EHRENFRIED. 


Pope, S. T.: The Results of Thirty-five Trans- 
fusions. Calif. St. J. Med., 1916, xiv, 66. 


Pope reports 35 cases of transfusions. In the 
majority of the cases the transfusion was done by 
the use of two glass tips connected by a flexible 
rubber tube, paraffined throughout. The flexibility 
of the tube is a decided advantage in adjusting the 
cannula, making it unneccessary to dissect out the 
vessels. In 5 cases the syringe method of Lindeman 
was used and proved entirely satisfactory. 

It was found that citrate and salt solution used 
freely on the exposed blood-vessels during the entire 
operation was much more efficient in maintaining 
the antithrombin-prothrombin balance than a 
protective coating of petrolatum. 

It is undoubtedly advisable to have prospective 
donors on whom blood studies have been carefully 
made. In one instance the donor had a strepto- 
coccus angina, later discovered, and the recipient 
had an immediate chill followed by considerable 
fever for a few hours. In another case a slight 
hemolysis occurred, but did no damage. 

A summary of these cases roughly establishes the 
following conclusions: 

1. Transfusion has no value in sarcoma or sepsis. 

2. Hemophilia is relieved temporarily. 

3. A-case of von Yacks’ pseudoleukemia was re- 
lieved of the anemia and the recovery apparently 
hastened. 

4. In typhoid fever with hemorrhage, transfusion 
stops the bleeding abruptly and is of great value. 
It should be a routine measure in such cases, the 
indirect method being used and, if possible, having 
a donor with acquired immunity. 

5. In purpura and severe urticaria it is almost a 
specific; one case of purpura, however, was unim- 
proved. 

6. In hemorrhage and preliminary to major 
surgical operations upon the debilitated it is a life- 
saving procedure. 

In this series of cases transfusion saved the life 
of at least one-fourth of the cases. J. W. TuRNER. 


BLOOD AND LYMPH VESSELS 


Skillern, P. G. Jr.,: Treatment of Varicose Leg 
Ulcers. Ann. Surg., Phila., 1916, lxiii, 176. 


After discussing the various methods of treating 
varicose ulcers of the leg, the author concludes that 
there is no virtue in such fads as scarlet red and 


basic fuchsin ointments. He states that when 
reduced to its simplest terms, the rational treatment 
depends upon the recognition and application of the 
following principles: (1) protection of the regenerat- 
ing epithelial edge of the ulcer; (2) drainage of the 
discharge from the ulcer; and (3) support of the 
venous channels from without, thus neutralizing the 
baneful effects of chronic venous congestion. The 
rational treatment, therefore, may be summarized 
as the “rubber-tissue-dry-gauze-muslin bandage 
method.” In selected cases he believes that the 
adhesive-plaster strapping method with calomel 
applied as a dusting powder is an efficient method of 
effecting a cure, while for the routine treatment of 
the average case Unna’s zinc-oxide-gelatin paste 
stocking serves as an admirable support for the 
venous channels. GATEWooD. 


Homans, J.: The Operative Treatment of Varicose 
Veins and Ulcers, Based upon a Classification 
of These Lesions. Surg., Gynec. & Obst., 1916, 
XXli, 143. 

The author discusses the physiologic and patho- 
logic conditions underlying the establishment of 
varicose veins of the legs, and attempts to classify 
them for purposes of treatment. His classification 
is based upon Trendelenburg’s tests, and he divides 
cases of varix into two groups: (1) pure surface 
varix, and (2) surface varix complicated by varicos- 
ity of the perforating veins. 

The first and largest group arises usually from 
hard work and heavy lifting in men, and from child- 
bearing in women. The surface veins are large, 
dilated, and tortuous. Ulcers when present usually 
lie directly upon a varicose vein. The perforating 
veins fulfill their réle of safety valves by conducting 
the stagnant blood from the surface to the deep 
veins. Appropriate operative procedures include 
high division of the great saphenous trunk in the 
aged or infirm, i.e., as a palliative measure, but the 
operation to be generally advised is excision of 
the great saphenous trunk from groin to mid-calf. 

The second group is smaller and includes some 
cases of similar etiology to the first, but in which the 
perforating veins are varicose, allowing blood to 
leak from the deep veins into the already over- 
burdened surface vessels. The group is chiefly 
composed of post-phlebitic varix, a condition de- 
pendent, in Homan’s opinion, upon the sudden 
breaking down of valves and thickening of the vein 
walls without dilatation. The perforating veins 
are nearly always involved in this process. Under 
these conditions, widespread ulceration and oedema 
of the leg are common and are difficult to treat. 
Operation includes the radical removal of the 
varicose surface vessels and a search in the lower 
leg for the varicose perforating veins by various 
appropriate technical methods. Ulcers are best 
excised and skin-grafted at once. 

The article is illustrated by diagrams and a num- 
ber of photographs illustrative of types of varicose 
veins and their appropriate treatment. 
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Makins, G. H.: The Vascular Lesions Produced 
by Gunshot Injuries and Their Results. Brit. 
J. Surg., 1916, iii, 422. 

The experience gained from the South-African 
and succeeding wars would indicate that injuries 
to blood-vessels due to missiles were usually isolated 
and neatly penetrating. During the present war, 
however, the missiles are often so ragged in con- 
tour or so unstable in their flight that greater de- 
struction of tissue results and hence greater lacera- 
tion to the vascular structures. The high explosive 
shell, which furnishes a large number of ragged, 
sharp fragments is largely responsible for the in- 
creased severity of these wounds. Traumatic 
aneurisms have become comparatively common. 

Contusions of arteries may result in thrombosis 
even though the vessel has been merely contused or 
a part of the external coat carried away, leaving the 
intima and muscularis iz situ. This has been ob- 
served many times, even in the absence of infection. 
The thrombosis thus produced may be very limited 
or very extensive. The thrombus may produce 
extensive primary gangrene, may be followed by 
secondary hemorrhage, or may be the source of 
emboli. Secondary aneurism probably results 
as a later development in many of these cases of 
incomplete lesions of arteries. Infection plays a 
great part in the causation of secondary haemorrhage 
from arteries so injured, and seems to result more 
frequently in hemorrhage than in those wounds 
where the vessels have been completely divided and 
the ends have retracted to a comparatively safe dis- 
tance from the infected field. 

Thrombosis as a result of contusion to veins is 
even more apt to occur than in the case of arteries. 
If often results from a much slighter contusion than 
that necessary to produce thrombosis in an artery. 

Arterial embolism may follow an incomplete 
thrombosis. Although more apt to occur in the 
presence of infection it has been shown to occur 
primarily where the thrombus did not completely 
occlude the artery. 

The wounds of the vessels are usually ragged in 
contour, the edges only becoming rounded smooth 
during the process of repair or the formation of an 
aneurism. The introduction of the unstable pointed 
bullet has increased the number of cases of complete 
severance of the vessel. In fact, perforation of an 
artery has been observed in only three cases by 
the author. Veins, however, are more frequently 
transfixed. 

Primary hemorrhage usually results in spon- 
taneous cessation unless one of the largest vessels 
has been wounded. An abundant spurt of blood 
usually results immediately after the reception of 
the wound, but usually this can be stopped by pres- 
sure or by application of a dressing. However, the 
loss of blood is often very considerable and may 
seriously handicap the patient’s recovery should 
an operation become necessary. Secondary hemor- 
rhage is a frequent sequence of infection and especial- 
ly follows wounds of small vessels. 
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Aside from external hemorrhage, a wound of a 
vessel is most apt to produce a hematoma. This 
haematoma may be partially clotted and later in- 
fection may lead to secondary hemorrhage. A false 
aneurism is also apt to form opposite the opening 
in the vessel by the hollowing out of the hematoma. 
These false aneurisms become smooth-walled and 
lined by a glistening membrane with the appearance 
of endothelium; the walls become laminated and 
later change to a fibrous tissue. 

The tissues around a false aneurism behave in 
such a way as to limit the extension of the aneurism. 
Fibrous tissue infiltrates the intermuscular spaces 
and forms a limiting structure around the aneurism. 
The result is often hard scar tissue which makes 
operation difficult for the repair of the artery but 
which acts as an effective material barrier to the 
extension of the hematoma and false aneurism. 

The obvious local signs of an arterial hematoma 
or false aneurism need no special description; but 
two points are of especial importance; i.e., the 
characteristic arterial bruit and the effect on the 
general circulation. The presence of the bruit in- 
dicates an incomplete solution of continuity—a 
lateral wound of the wall of the artery; it is in fact a 
sign of a wounded artery rather than of an aneurism. 
The systolic murmurs vary greatly in intensity, 
depth of tone, and musical character. The charac- 
ter of the bruit obviously depends upon the size 
and shape of the opening in the vessel and the de- 
gree of irregularity of its margins. The murmur 
changes in character as the opening in the vessel wall 
becomes smoother, the aneurismal sac less irregular, 
and the pulse more normal. The pulse may be 
early obliterated because of pressure on the vessel 
by the effused blood. It is usually rapid early, the 
heart being dilated and weak. Repeated exam- 
inations are often necessary to correctly diagnose a 
case of incomplete laceration of an artery. 

The typical course of an arterial hematoma is one 
leading to contraction and localization, a false 
aneurism being the commonest final result. Cer- 
tain complications, however, occur with some de- 
gree of frequency. The most common of these 
are symptoms dependent on the pressure of the 
effused blood and clot on neighboring structures, 
the development of peripheral gangrene, the occur- 
rence of secondary hemorrhage, the detachment of 
emboli from the thrombus, and very rarely the 
sequence of inflammation from secondary infection. 
These complications occur, usually, comparatively 
early, before a definite false aneurism has formed. 

The most common pressure symptom is periph- 
eral oedema, especially marked if concomitant 
injury to the vein has occurred. Pain may be 
marked if nerves are pressed upon, but usually dis- 
appears as the swelling becomes less. Gangrene 
may result from pressure upon the collateral circu- 
lation of the artery involved. 

Secondary hemorrhage may occur after two or 
three days or later—after about ten days. The 


early form is not often dangerous, but the later 
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form, after about seven to ten days, is vastly more 
dangerous. In this latter type, the hemorrhage is 
often profuse and due frequently to a giving way 
of the wall of the false aneurism. 

Inflammation of the hematoma is a rare occur- 
rence, only two deaths in the whole series being due 
to infection of the blood-clot. The aneurismal sac 
is the last to become infected, and only occasionally 
does such a complication occur. However, should 
it occur, secondary hemorrhage may ensue, and 
gravely compromise recovery. 

Arteriovenous aneurisms are not so common as 
arterial aneurisms and as a rule are a later develop- 
ment. The manner of formation may be one of 
several: (1) perforation of both artery and vein may 
occur; (2) complete division of both artery and vein 
may lead to aneurism of this type; (3) a lateral wound 
of the artery may be accompanied by a lesion of 
the vein; and (4) the vein may be greatly injured 
and may communicate with the artery only by a 
very small opening. 

The development of an arteriovenous aneurism 
may be gradual, but an early systolic bruit, which 
later becomes both systolic and diastolic, is charac- 
teristic. A thrill is not evidenced in the early 
stages but later becomes apparent. It may be 
very evanescent in character. 

An aneurismal varix may result from simultane- 
ous injury of both artery and vein with immediate 
adhesion between the two, resulting in a definite 
anastomosis. This anastomosis may be as perfect 
as if performed by a surgical procedure. 

The general treatment of vascular lesions in war 
should be as conservative as possible. Rest and an 
expectant attitude give the best results. Ligature 
of the artery at an early date is to be avoided since 
the patient is in a state of low vitality and sufficient 
time has not elapsed for the establishment of a suf- 
ficient collateral circulation. Furthermore, collat- 
eral branches may be opened up at the operation, 
may not bleed at the time, and later may lead to 
secondary hemorrhage. 

The large majority of the hematomata eventually 
become false aneurisms. Here, also, an expectant 
attitude should be taken and followed for some 
weeks. Suture of the injured artery is more pos- 
sible the longer the interval since the injury. 

J. H. SKILes. 


POISONS 


Delbet: Pyoculture and Dakin’s Fluid (Pyoculture 
et liqueur de Dakin). Bull. Soc. de chir. de Par., 
1916, xlii, 234. 

Delbet continues the discussion on pyoculture 
in the case of infected wounds particularly replying 
to the objections raised by Pozzi and Wright, who 
hold that this particular method of controlling 
clinical results could only mislead. Delbet’s opin- 
ion is that while pyoculture alone is never an in- 
dication for amputation, it can prevent an un- 
necessary amputation and this is the interesting 
point which he has always insisted on that a pyo- 


culture properly made and properly interpreted 
enables the surgeon to avoid an amputation. He 
mentions cases in his service to illustrate this, 
where the general indications pointed to amputation, 
yet owing to a negative pyoculture, amputation was 
omitted and there was recovery. 

The general rule which Delbet has adopted is 
this: When amputation appears to be indicated by 
the local and general conditions, he does not decide 
upon it until the results of a pyoculture are available. 
If this is abundantly positive he amputates. If the 
pyoculture is negative or only weakly positive he 
does not amputate, but follows the condition of the 
patient day by day, making successive pyocultures. 
In such cases he has not been obliged to make a 
secondary amputation, and following his method he 
has been able to save many limbs. A. Goss. 


Laurent, C.: Notes on the Treatment in Eighteen 
Cases of Confirmed Tetanus (Notes sur le 
traitement de dix-nuit cas de tétanos confirmés). 
Lyon chir., 1916, xii, 786. 

The author reports the treatment of 18 cases of 
established tetanus. The first 11 cases were treated 
by antitetanic serum alone or combined either with 
phenic acid or sulphate of magnesia. In addition 
3 of these cases had the tetanus focus surgically 
removed. All these cases died very soon. 

Intravenous injections of neosalvarsan were then 
tried on a series of cases. The first 3 cases so treated 
recovered. But in these cases the tetanus was 
slight and in one there was an accessory amputation. 
The next 4 cases tried in the same way died. 

The author’s statistics of recovery, therefore, are 
no better than the other recovery statistics furnished 
in the course of the war. A. Goss. 


SURGICAL ANATOMY 


Weil, R.: Chemotherapeutic Experiments on 
Rat Tumors. J. Cancer Research, 1916, i, 95. 


In this paper the author discusses only certain 
phases of the work which he has been carrying on 
for several years and their bearing upon the general 
problem of chemotherapy of tumors. He divides 
the subject into five heads: (1) the penetrability 
of the living tumor cells; (2) the staining of necrotic 
areas; (3) the localization of dyes in tumors; (4) the 
localization of the benzidine dyes; and (5) meta- 
chromasia. 

In judging of the therapeutic effects, three criteria 
were employed: the rate of growth of the tumors, 
their transplantability, and the number of retro- 
gressions. The following summary may be drawn: 

1. Living tumor cells are not penetrated by col- 
oidal dyes. 

2. The necrotic areas of tumors contain a larger 
amount of iodine than do the other tissues of the 
body after the intravenous injection of sodium iodide. 

3. The necrotic areas of tumors present an 
intense discoloration after the intravenous or sub- 
cutaneous administration of dyes of the diazo group. 
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4. The discoloration of these tumor areas is very 
frequently associated with some discoloration of the 
liver, while the other tissues of the body remain 
macroscopically unstained. 

5. The staining of the necrotic areas of tumors 
is not due solely to the death of the cells, inasmuch 
as areas of pulmonary caseation in the same rats 
do not present any discoloration. 

6. The localization of colloidal dyes in necrotic 
tissues is not a simple physical phenomenon, sub- 
ject to the laws of diffusion of fluids into non- 
living colloidal material. The diffusibility of the 
dyes through membranes, as also t'ie electrical 
charge, the chemical reaction, and the chemical 
composition of both colloids influence the result. 

7. A peculiar alteration in the color of dyes of 
the benzidine group occurs in necrotic areas. This 
has been described as metachromasia. 

8. Aseries of new synthetic compounds analogous 
to Congo-red were injected into tumor-bearing rats, 
but no definite therapeutic effect could be deter- 
mined. Georce E. BEILBy. 


RADIOLOGY 


Johnson, G. C.: Modern Roentgen Therapy, In- 
tensive and Deep, with Description of New 
Apparatus for Intensive Therapy. Am. J. 
Roentgenol., 1916, iii, 84. 

Joknson advocates the uttermost boldness in 
dealing with recurrent malignancy. The sole 
question to be considered is, How much intensive 
radiation is required in each particular case to 
utterly destroy the recurrence present? The quan- 
tity having been determined, the radiation is applied 
with but little consideration for the fact that such 
a dosage may result in extensive dermatitis. In 
every case that the author recalls in which recur- 
rence of malignancy has followed operation in spite 
of post-operative radiation, the recurrence has either 
been outside the limits of the radiation or the total 
amount of radiation applied has been too small; 
therefore he believes that the only safe and sane 
post-operative radiation is that which consists ina 
quantity per square centimeter as great as the skin 
will tolerate, and the area irradiated should be as 
extensive as possible. 

Johnson has devised a heavily leaded box to be 
raised and lowered by a worm gear, so that the pa- 
tient may be well protected while the area under 
treatment is only 5 inches from the anode. The 
Coolidge tube is cooled by an air blast; the patient 
is not frightened by the incandescent anode, and 
the short anode-skin distance greatly shortens 
the time of treatment. 

In skin lesions Johnson employs from one to three 
sittings of from 40 to 70 X, depending upon the 
severity of the lesion. No filters are used and the 
penetration is only sufficient to send rays well be- 
neath the lesion. On the eyelid he does not use 
to exceed 20 X at a single sitting. 

The conclusions are: 
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1. Intensive radiotherapy intelligently employed 
is capable of producing quick destruction of super- 
ficial malignancies without pain in from one to three 
sittings, even in such delicate locations as the eyelid, 
with cosmetic results that are not obtainable by 
any other method. 

2. Prophylactic radiation, post-operative, should 
be carried out conscientiously over a wide area be- 
yond the apparent limits of the disease and sufficient 
radiation employed to insure the complete steriliza- 
tion of the tissues. 

3. Deep roentgen therapy is capable of producing 
quickly, painlessly, and safely, artificial menopause 
in hemorrhage and various gynecological conditions. 

4. The prognosis of malignancy is not necessarily 
measured by the given extent, location, or character 
of the disease. The most brilliant results sometimes 
follow treatment of the most apparently hopeless 
cases. 

The advent of the Coolidge tube has increased 
the possibilities of roentgen therapy to a remarkable 
degree. It has increased the necessity for skill 
upon the part of those employing it to a correspond- 
ing degree. 

It is not necessary to measure every dose ad- 
ministered by means of a pastille if the operator is 
sufficiently skilled to be capable of exactly du- 
plicating his dosage, but even then it is wise to 
frequently check the other methods of estimation 
employed by means of the pastille. 

Davip R. Bowen. 


Boggs, R. H.: The Local Application of Radium 
Supplemented by Roentgen Therapy. Am. 
J. Roentgenol., 1916, iii, 92. 

Boggs says that experience of the past two years 
has shown that radium treatment cannot be suc- 
cessfully done at a greater distance than two, or a 
maximum of three, centimeters. It has been uni- 
versally accepted that cancerous growths can be 
promptly, and also apparently permanently, cured 
at this depth from the radium tube. If, however, 
the disease is advanced and there is infiltration of 
the growth into adjacent lymphatics, the cure is 
only apparent. 

An attempt has been made by using larger quan- 
tities of radium and increasing the time of exposure, 
to influence cancerous cells at a greater depth, but 
the universal reports show that not much has been 
accomplished in this direction. The overlapping 
tissues were damaged beyond recovery, regardless 
of the kind of filters employed. The rays of the 
radium in contact with the growth were too intense 
where they entered and too weak at a greater dis- 
tance from the tubes than two to three centimeters. 
To place the radium at a distance from the surface 
in order that the rays will be nearly uniform at the 
point of entrance and at the distance required ren- 
ders the radiation too weak even if several grams 
were employed. The same is not true of the present 
X-ray tube which, when powerfully excited, gives 
off many thousand times more rays than any 
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quantity of radium anyone has ever used. It has 
been estimated that 92 grams of radium would be 
necessary to place the radium at the same distance 
in order to obtain at a depth of 10 centimeters the 
same intensity of radiation as with the X-ray tube. 
Boggs has, during nineteen months, treated 14 
cases of uterine carcinoma with radium and roent- 
gen ray, using from 2,000 to 3,000 milligram-hours 
of radium with roentgenization after the Koenig- 
Gauss method for uterine fibroid. The sittings 
were repeated in four weeks; ro cases were recurrent 
and the other 4 were so far advanced that they were 
beyond the operable stage. All improved except 
2, in that the disease was checked, the growth 
diminished in size, the pain relieved, and the offen- 
sive odor lessened or entirely checked. Three have 
been clinically cured, and one, which is still ap- 
parently cured, was reported a year ago. In 2 
other cases the disease has nearly all disappeared. 
The treatment of carcinoma of the bladder, rec- 
tum, throat, and mouth have been less satisfactory. 
For instance, so far, Boggs has not treated a favor- 
able case (epithelioma of the tongue), and can speak 
only of the cases which were hopelessly inoperable. 
Boggs concludes as follows: It is necessary for the 
operator to know the relative value of radium and 
the roentgen rays when combining these two agents. 
In carcinoma of the uterus, for instance, nothing 
could be expected from a local application of radium 
with less than from 2,500 to 5,000 milligram-hours, 
using nothing less than 50 milligrams of radium 
element. Then after a rest of three to five weeks 
another course of treatment is usually necessary. 
When roentgen therapy is added it should be given 
in the same manner and quantity as that for the 
treatment of fibroids. How often both forms of 
radiation are to be repeated must be determined by 
the judgment of the radiotherapeutist who must be a 
clinician, because he cannot be entirely guided by 
the surgeon who is not familiar with any form of 
radiation. To secure permanent cures the effect 
of the radiation must extend from the primary 
growth out to the metastasis and the deleterious 
effect on normal tissues avoided. Davm R. Bowen. 


Nagelschmidt, F.: A Radiologic Method by Means 
of Thorium X (Eine Bestrahlungsmethode mittels 
Thorium X). Deutsche med. Wchuschr., 1916, xiii, 

The author describes the technique of the method 
of preparing and using thorium X (solution of 
Doramad in propyl-alcohol) in the treatment of 
skin diseases. The preparation is painted over the 
area of skin affected. Chronic eczema, psoriasis, 
warts, nevi, lupus, and malignant tumors are 
amenable to this treatment, and in such conditions 
good results are obtained. For the practitioner 
this method displaces the expensive X-ray appar- 
atus, and radium which is even more difficult to 
obtain, in a large number of therapeutic procedures. 

Moreover it has advantages over the more costly 
methods, inasmuch as it gives a more exact localiza- 


tion and strength of dose, and there is exact control 
by the eye of any reaction on the skin. One or two 
ccm. will cover a large area of skin and take the 
place of many roentgen sittings. 

The indications are the same as for the use of the 
X-rays. For treatment of nevus vasculosus the 
method seems superior to any other. 

W. A. BRENNAN. 
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Black, J. E., Glenny, E. T., and McNee, J. W.: 
Observations on 685 Cases of Poisoning by 
Noxious Gases Used by the Enemy. Canad. 
Pract. &F Rev., 1916, xli, 15. 


The typical case was cold on admission, with a 
subnormal temperature. The patient was conscious 
but restless, the pulse slow and full (except in the 
collapsed cases). The face was cyanosed, intensely 
so in many cases, and the expression was strained 
and anxious. The posture varied. In some cases 
the patient sat propped up, with head thrown back, 
gasping for breath; others lay on the side with the 
head over the edge of the stretcher in an attempt to 
aid expectoration. The respirations were jerky and 
hurried, often numbering forty a minute, and were 
associated with a choking cough, accompanied by 
a varying amount of frothy expectoration. With 
each inspiration the chest was expanded to its full- 
est, all the auxiliary muscles being brought into play 
just as in an asthmatical paroxysm. The percus- 
sion note over the chest was somewhat impaired 
without being actually dull. Auscultation revealed 
the presence of moist sounds of different qualities 
all over the chest. 

It was noticed that the patients who lived tended 
to pass through three more or less definite stages 
while under observation: (1) the asphyxial stage, 
(2) the quiescent or intermediate stage, and (3) 
the bronchitic stage. 

Nearly all the cases on admission were in the first 
or asphyxial stage. This condition demanded im- 
mediate and energetic treatment. Grave symp- 
toms appeared with startling suddenness, but if 
patients could be safely brought through this stage, 
recovery was the rule. The first stage gradually 
passed off after some 36 hours and the patient fell 
into a sleep from which he woke feeling much better. 
He continued in this state for, perhaps, a half day. 

After these few hours of comparative quiet, symp- 
toms of bronchitis began to manifest themselves. 
In the majority of cases these were not severe. In 
the cases, however, which had been kept alive with 
difficulty, there was a very short quiescent stage, 
followed by intense bronchitis. Four of the most 
severe cases died in this bronchitic stage. Their 
symptoms, as compared with the first stage, were as 
follows: The frothing secretion gave way to thick 
greenish mucopurulent expectoration; consciousness 
was replaced by delirium; the temperature rose from 
subnormal up to 104° F.; and the pulse became of 
small volume while its rate increased to perhaps 160. 
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Respirations were less choking, but more shallow, 
and numbered up to 70 per minute before death. 

The aim of the treatment was: 

1. To expel the excessive secretion from the lungs 
by emetics and stimulating expectorants. 

2. To diminish the secretion. 

3. To support the failing heart and reoxygenate 
the blood. 

The routine treatment evolved from the experience 
gained was: 

1. Abundant supply of air and warmth. 

2. An emetic of salt and water if the patient was 
very cyanosed and had not already vomited, fol- 
lowed by the administration of ammonium car- 
bonate gr. 15 and vinum ipecacuanhae 15 minims 
every three hours. 

3. Oxygen inhalation in cases of marked cyanosis 
and dyspnoea. 

4. Opium 5 tors minims in restless cases to allay 
the mental strain. 

5. Pituitary extract (1 ccm.) and brandy when 
the heart threatened to fail. 

Post-mortem examinations (ten in all) have been 
made in cases dying at periods varying from less 
than a day to five days after inhalation of the gas. 
Only relative differences were found, even in cases 
dying at different periods after the gas attacks, so 
that a general description is sufficient. 

The most important changes were found in the 
lungs, but some changes of note were present in the 
heart and stomach. These were oedema, frothy 
secretion, enlargement, and subpleural haemorrhage. 

None of the cases remained in the casualty clear- 
ing station for more than five days after the inhala- 
tion of the gas. Therefore the acute stages only 
are described in this paper. 

On admission the cases were of two chief classes: 
(1) the acute asphyxial and (2) the subacute. 

Of the first class almost one-quarter died. This 
class was characterized by orthopnoea and marked 
cyanosis. ‘The subacute cases, on the other hand, 
showed dyspnoea never amounting to orthopnoea and 
were cyanosed to a lesser degree. 

Epwarp L. CorNeELL. 


Bergonié, J.: Rules for the Installation and Sur- 
gical Use of the Electrovibrator (Preceptes 4 
suivre pour l’installation et l'emploi chirurgical de 
Velectro-vibreur). Arch. d’électric méd., 1916, p. 21. 

Bergonié describes the construction, method of 
fixation, and working of his electrovibrator, in an 
operating room, for the localization of magnetic 
foreign substances in the body. The instrument 
is used in connection with palpation in the first 
instance. When the number of vibrations reaches 

a maximum the best point for incision is reached. 

After incision is made the vibrations become clearer 

as depth is increased toward the exposure of the 

foreign body. Cessation of vibration is the index 
that all foreign magnetic bodies have been re- 
moved. 

A number of reports are published from surgeons 
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at the front testifying to their appreciation of this 
instrument in the localization and extraction of 
projectiles. A. Goss. 


Laurence, I.: Present Ideas on the Treatment of 
War Wounds; Wounds of the Skull (Les idées 
actuelles sur le traitement des blessures de guerre; 
les plaies du crane). Rev. gén. de clin. et de thérap., 
1916, Xxx, 65. 

Most of the points connected with the treatment 
of gunshot wounds of the head discussed by Laur- 
ence are along the lines generally adopted by recent 
writers. Regarding the prognosis of such lesions he 
quotes the statistics of Lapointe which give a global 
mortality of 13 per cent for wounds not involving 
the dura mater. ‘In this figure are included cerebro- 
spinal contusions, as well as some meningeal in- 
fections. 

Cranio-encephalic wounds show a mortality of 
56 per cent. This is reduced to 45 per cent in the 
case of 33 wounds where a tangential contact only 
produced a furrow. These figures refer to immediate 
prognosis only. The end-results are much more 
unfavorable; even when the proximate operative 
results are quite satisfactory the wounded remain 
for a long time exposed to grave peril. Some months 
ago Fresson reported that of 22 craniectomies with 
opening of the dura mater, 2 alone remained alive 
at the end of four and one-half months. One was 
hemiplegic and the other had serious functional 
trouble. Without doubt a large number of these 
late deaths were due to the presence of an intra- 
cerebral foreign body, and this is why the question 
of their early extraction becomes so important. 

A. Goss. 


Miles, A.: Some Observations on the Use of Hypo- 
chlorous Acid (Eusol) in Gunshot Wounds. 
Edinb. M. J., 1916, xvi, 100. 


This series embraces 16 cases of gunshot wounds 
which were received in the Edinburgh Royal In- 
firmary from the front. The cases all came at one 
time and the wounds were of varying severity. All 
were greatly infected, some very gravely. 

The solution of hypochlorous acid was made as 
follows: Chloride of lime and boracic acid, of each 
12.5 grams, were dissolved in 100 ccm. of water and 
the solution filtered. 

Open wounds were bathed once or twice daily 
with this solution and dressings moistened with the 
same were continuously applied, a sheet of mackin- 
tosh being placed over the dressings to prevent the 
escape of the volatile hypochlorous acid. 

Funneled or burrowed wounds were irrigated 
twice daily with the solution and moist dressings 
applied as before. In deep wounds an ingenious 


drip method was used to keep the wound constantly 
bathed with the solution. 

The results were very encouraging, in most of 
the cases the sepsis being overcome in forty-eight 
In four to five days the wounds were clean 
The granulations 


hours. 
and covered with granulations. 
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were healthy and cicatrization rapidly took place. 
Three cases which did not progress so favorably 
cleaned up quickly with ordinary boric acid or 
ichthyol and glycerine dressings. However, there 
was probably difficulty in keeping the solution ap- 
plied deep enough in the wound to allow the vola- 
tile acid to reach all the recesses. J. H. SKILEs. 


Picqué, R.: General Rules for the Immediate 
Treatment of War Injuries in an Ambulance at 
the Front (Principes généraux du_ traitement 
immédiate des plaies de guerre dans une ambulance 
de l’avant). Bull et mém. Soc. de chir. de Par., 
1916, xlii, 460. 

Picqué’s extensive article giving details of the 
arrangements and methods adopted for the early 
surgical treatment of the wounded at the firing line, 
should be of interest to those engaged in the organi- 
zation of the surgical service of an army in the field. 

The two general principles which govern immedi- 
ate surgical intervention are: (1) Every wound must 
be considered as more severe than it at first appears 
to be. (2) Every wound due to an artillery pro- 
jectile must be treated as an infected wound. 

In summing up the general results of the treat- 
ment of wounded at the present time he contrasts 
the somber picture presented in the history of ambu- 
lances in former days encumbered with wounded 
suffering from meningitis, peritonitis, gangrene, 
tetanus, osteomyelitis, etc., crudely operated upon 
and dressed without anesthesia with the calm 
courageous wounded of 1914 to 1916 preserved from 
these fearful complications by all the artifices of 
modern surgery and progressing each day quietly 
toward recovery. W. A. BRENNAN. 


Colston, J. A. C.: Personal Experiences at the 
Red Cross Hospitals at Pau, France. Maryland 
M.J., 1916, lix, 14. 

In the Red Cross work at Pau, France, the best 
results in nerve surgery were obtained by early 
operation. The great number of these cases led to 
having them cared for at a Central Hospital, es- 
pecially equipped for electrical treatment. 

In like manner the large number of joint injuries 
made necessary a hospital devoted solely to mech- 
anotherapy. Many of the masseurs were soldiers 
who had lost their sight during the war. Conser- 
vative treatment in many joint injuries gave excel- 
lent results, but the badly smashed joints were 
among the most serious cases. 

Tetanus was comparatively common during the 
earlier periods of the war, but now is relatively rare 
owing to routine administration of antitetanic 
serum to those wounded at the first-aid station. 

With few exceptions all wounds were infected. 
The best results in treating these wounds were 
secured by continuous irrigation with salt solution 
and changing the dressings frequently. Where the 
wounds were very foul, a dilute solution of potas- 
slum permanganate was used. Ample drainage must 
be provided and as little packing as possible used. 
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The most virulent gas bacillus infections occur 
within a few hours after the injury and are seen only 
in the hospital directly behind the firing line. Col- 
ston observed some infected cases associated with 
gas production which yielded readily to free in- 
cisions and irrigation with hydrogen peroxide. An- 
eurisms were more infrequent than would be 
expected. 

Recent abdominal wounds were not transported 
any further than possible and consequently were 
rarely seen at Pau. In brain injuries infection was 
constant and the mortality high. 

Of all cases treated at the Red Cross Hospital 
to which the author was attached, the mortality is 
estimated to have been from 2 to 4 per cent, but it 
must be remembered that the mortality in hospitals 
near the firing line is much higher. The percentage 
of soldiers able to return to the front is estimated at 
between 60 and 70. D. L. Desparp. 


Spelman, J. D.: With the American Red Cross in 
Belgium. Lancet.-Clin., 1916, cxv, 51. 


Prophylactic efforts have been very successful 
in the prevention of typhoid fever, venereal diseases, 
and tetanus. As a rule the soldiers are well fed, 
the meat supply being especially good. 

The care of the wounded is becoming more and 
more efficient. The wounded are transported as 
rapidly as possible to a field hospital. The emer- 
gency dressing consists of the application of tinc- 
ture of iodine and sterile gauze, and the injection 
of antitetanic serum. The transfer to a_ base 
hospital depends upon the patient’s condition. 

The severity of the wounds depends largely upon 
the kind of missile and the range at which it was fired. 
Rifle wounds usually cause comparatively small 
wounds, although if the bullet has become deformed 
by previously striking something else, or if it rico- 
chets the wound may be very extensive. Pieces 
of shrapnel cause great mutilation. The shrapnel 
themselves do not cause such extensive wounds. 

Gas gangrene has become a serious problem. The 
anerobic bacilli, so common in the highly fertilized 
fields in Europe, are carried deep into the tissues. 
Gas gangrene is so prevalent that every case is con- 
sidered potentially one of gas gangrene. At the 
earliest symptom free incisions are made into the 
nvolved area. Local applications of sodium hypo- 
chlorite have proved beneficial. 

The predominance of infection is still appalling. 
A variety of methods of treatment have been tried, 
from the radical carbolic acid treatment of Lister 
to the hypertonic salt solution of Wright, but none 
has proved a panacea. J. H. Skies. 


Spelman, J. D.: Medico-Military Notes from the 
Belgian War Zone. Mil. Surgeon, 1916, xxxviil, 7. 
Spelman gives an interesting, straightforward 
account of the medico-military condition in the 
Belgian section. On account of the highly fertilized 
soil of Belgium, gas-gangrene was very common at 
the time of his report (date of service not given). 
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So prevalent was this trouble that every case 
was potentially one of gas-gangrene and the treat- 
ment on reception was governed by this fact. Bit- 
ter experience had demonstrated the futility of 
conservative treatment, and débridement was the 
rule. The technique is as follows: The entire skin 
area, in the case of a limb, for instance, beyond 
the articulations to each side of the wound, was 
carefully shaved and the skin disinfected with green 
soap, alcohol, and tincture of iodine. ‘The over- 
hanging skin edge of the wound was next completely 
excised, and all the soft parts whose vitality was 
liable to have been lowered were removed, so that 
the resulting wound was funnel-shaped, with its 
smallest diameter internal and the sides of smooth, 
healthy tissue, free from all projecting pedicules. 
Hydrogen peroxide, 1:8, was used for lavage twice 
daily for the first several days, and thereafter once 
daily. If the wound was narrow and deep, the 
course of the projectile was located by means of a 
blunt probe and a channel cleaned out, so that 
through-and-through drainage could be instituted. 
The pieces of clothing before referred to would 
usually be found somewhere along the course of 
this channel. Fenestrated rubber tubing was the 
drainage used. Whenever an exit wound was not 
found and the projectile could not be easily located, 
an immediate X-ray was taken, as it was considered 
an unpardonable sin to leave any foreign body. 
This line of treatment gave birth to some terribly 
large gaping wounds, but it effectually removed 
most of the infecting material afforded perfect 
drainage and minimized the development of gas- 
gangrene; and when the wound was entirely clean, 
a plastic operation reduced the healing process to 
about two weeks. 

When gas-gangrene developed in spite of this treat- 
ment, a virulent germ was usually found growing 
in an unfavorable place. If caught early enough, 
the part was incised, when the gas would discharge 
with a characteristic pop, the subcutaneous fat 
would be found to be darkened and watery, and the 
muscle black and friable. Radical cutting away 
of necrotic tissue with dressings every two hours 
and hydrogen peroxide lavage and the deep injec- 
tion of oxygen and general stimulation gave results 
in the milder cases; but immediate amputation, 
well above the highest limits of the process, was 
necessary in the severe type. 

Much has been said of the efficacy of Dakin’s 
fluid in gas-gangrene. This fluid is a solution of 
sodium hypochlorite and sodium carbonate of 
definite strength, which has been ‘filtered through 
boric acid, so that it is acid to phenolphthalein. 
It is a powerful germicide, capable of killing staphy- 
lococci in two hours. Solutions of chlorinated 
potassium and sodium are not new as disinfecting 
agents, but are destructive to living tissue because 
of their alkalinity. The new solution has not this 
disadvantage, even in the fairly concentrated form 
in which it is used, and besides it seems to possess 
the wonderful property of dissolving necrotic tissue 
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and practically sterilizing a wound in about twelve 
hours. It is used either by the drip method or as 
a frequently changed wet dressing. Its field of 
usefulness is apparently very great, but familiarity 
with the rapidity and virulence of the sort of 
perfringens infections which have but a two-day 
incubation period would lead one to think that this 
therapeutic measure would not enjoy so much 
success as it has with the milder infections that 
have developed only after five to seven days in 
spite of the fact that débridement had not been 
performed and favorable anaerobic conditions had 
therefore existed. 

The. coupe-de-hashe method of amputation is 
now universally used. It consists of a straight 
amputation without effort to make a flap. The 
skin and muscle are cut through above the wound 
and down to the bone, a pie-plate retractor is used 
on the soft parts, and the bone sawed through. 
The arteries are tied off, and the nerves put on the 
stretch and cut off short. This method is amply 
justified by the universal presence of infection, the 
conservation of tissue, and the minimizing of shock. 
When all danger of infection has passed, a secondary 
amputation is performed and a flap made. Very 
good results have been obtained in reducing the 
necessity for secondary flap operations by applying 
traction by means of adhesive plaster strips, and 
weight attached to the skin about the stump, which 
gradually draws the muscle and skin over the 
bone during the process of healing. 

The following statistics are from the last 2,000 
or more cases to June 30, 1915, at the hospital in 
La Panne: 


Wounds from shrapnel 904 
‘Wounds from fragment of shell or shrapnel. . ...1,074 


The mortality of these cases was 233, which was 
approximately 1o per cent. Of the remainder, 
another 15 per cent were probably invalided from 
the military service after leaving the hospital, 
while more than 75 per cent returned to the firing 
line. ‘This hospital received only the surgical cases 
of a more or less severe nature, and these statistics 
therefore give ample testimony to the ability of its 
director, Dr. Anton Depage. W. M. Boorusy. 


LaGarde, L. A.: Relation of the Physician to 
National Preparedness. Read Before Dauphin 
Co. Med. Soc., Harrisburg, Pa.. 1916, Mar. 7. 


The relation of the physician to national pre- 
paredness or how the physician in civil life can be 
prepared and become efficient to serve the state as 
an army medical officer in time of war is one of the 
live issues with the medical profession of the entire 
world today. It goes without saying that successful 
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campaigning in which large bodies of troops are 
called together to abide in any climate and in all 
seasons depends upon an efficient medical depart- 
ment. The advances in preventive medicine in 
and out of tropical countries and the army medical 
officer’s ability to control the sick-rate of armies 
make his presence indispensable to the success of 
all military operations. His value as a safeguard 
against disease in armies is all the more appreciated 
as we study the failure of campaigns in the past 
and the handicap that non-effectives prove to be 
to the movements of expeditionary forces. 

Those who are interested in the sick-rate of armies 
in the pre-sanitary era will find interesting reading 
in the writings of Sir John Pringle on the campaigns 
in Flanders from 1742 to 1738. It was common then 
for an army to lose from 25 to 50 per cent of its 
effectiveness by disease alone. 

Writers have often cited the Walcheren expedition 
against Antwerp in 1809 as a classical example of 
the failure of a campaign, and the utter ruin of an 
army by disease. The Earl of Chatham landed 
42,000 well drilled and seasoned troops on the 
Island of Walcheren in Zealand. The region was 
low and swampy, the water bad, and the very 
air pestilential. August 25, three weeks after land- 
ing, 5,000 sick were in the hospital. The sick-rate 
increased so rapidly that it became necessary to 
withdraw the army to England with the exception 
of 17,000 men. On September 10, 7,000 out of the 
17,000 that had been left behind were on the sick 
list and the death-rate up to that date was 52 per 
thousand; in October it rose to 62 per thousand, 
or an annual death rate of 744 per thousand. After 
taking account of the deaths and those invalided 
home, the force of 17,000 men had dwindled down 
to 6,749 men, November 25. ‘The troops were all 
withdrawn in December. In reckoning their losses, 
British writers figure that the loss in deaths from 
disease for the whole of the expeditionary force 
of 42,000 was 8,400 while the deaths from battle 
casualties were but 206. 

The San Domingo expedition in 1802 is often 
cited by writers on the dangers attending campaign- 
ing in tropical countries. Napoleon Bonaparte 
sent General Leclerc to the island with 20,000 men. 
Of this number 5,000 died of yellow fever, malaria, 
and dysentery in a short space of time and 5,000 
more were in the hospital. Reinforcements of 
10,000 arrived, but death was more rapid than the 
ships could carry reinforcements from France. 
Later, but 10,000 of the men were left, and these 
soon succumbed to a small British force sent against 
them. Of 30,000 excellent troops but few ever 
returned to France. 

In order to appreciate the value of modern meth- 
ods of sanitation in tropical countries when admin- 
istered by army surgeons, the author compares the 
first American occupation of Cuba with the French 
occupation of San Domingo 99 years later, and also 
with the American occupation of Panama 102 
years later. In 1901 General Gorgas, U. S. A., as 
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Chief Surgeon of Havana, while operating with a 
sanitary force from the army, drove yellow fever 
from that city in the short space of three months, 
the first time that it was rid of the scourge in 150 
years, and he therefore brought the death-rate 
from this cause down to nil. 

As Chief Sanitary Officer of the Panama Canal 
Zone, while operating with a sanitary force made up 
of medical officers from the Army, Navy, and Pub- 
lic Health Service, General Gorgas established 
modern sanitation under federal control at the 
Atlantic and Pacific ports of Colon and Panama, 
and by a general sanitation of the Canal Zone he 
was able to reduce the death-rate of the canal force 
of 45,000 men, from 240 per thousand in the days 
of the French occupation in 1881 to 1889, to 8 per 
thousand in 1913. He and the federal officers 
working with him demonstrated for all time that 
tropical countries are habitable for white men. 
General Gorgas is right when he says that the com- 
mercial and physical success of the Panama Canal 
is insignificant when compared to the sanitary 
achievements which make it possible for the white 
man to live and work in the tropics, and at the 
same time maintain his health at as high a point as 
he can while working in the temperate zone. 

Another striking example of the value of modern 
sanitation under federal control was seen in the 
recent occupation of Vera Cruz, Mexico, by our 
troops. 

Going back to 1846, during the Mexican War, 
100,454 men were sent to Mexico, serving on an 
average of thirteen months. The deaths incurred 
in battle numbered 1,549, while the deaths from 
disease amounted to 10,986; and 12,252 were dis- 
charged for disability, mostly on account of disease. 
The sick-rate was from 17 to 27 per cent. In 
December, 1847, General Scott wrote, ‘The force 
at Chapultepec fit for duty is 6,000 rank and file, 
the number of sick exclusive of officers is 2,041.” 
The mortality from disease in this war was 110 
per thousand, and the battle loss 15 per thousand. 
Seven times as many died of disease as from war 
wounds. 

The author compares this data with that of the 
expeditionary force under General Funston in the 
recent occupation of Vera Cruz in 1914, from April 
to November. This force consisted of 2,400 men. 
At no time was the sick-rate higher than it would 
have been in the United States. The army landed 
in a tropical city that was notoriously ill-kept; 
smallpox was prevailing epidemically; typhoid fever 
was prevalent; and the community was just recover- 
ing from an epidemic of cerebrospinal meningitis. 
Not a single case of any of these diseases occurred 
in the command during the American occupation. 

There were 6 cases of measles and 3 of diphtheria 
among the troops. The principal cause of morbid- 
ity was malaria and dysentery, but these were held 
at minimum. There were 76 cases of dysentery 
with one death. The venereal scourge was very 
prevalent in the city population. The houses of 
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ill-fame and clandestines were brought under mili- 
tary rule and the non-effective rate from venereal 
disease was held at 5 per thousand. The death- 
rate for seven months of occupation was as follows: 

For disease 3.9 per thousand. 

For injuries 3.9 per thousand. 

No yellow fever was noted, this disease having 
been eradicated by American methods in force since 
1909. 

Attention is called to the misfortunes that form- 
erly overtook expeditionary forces in the pre- 
sanitary era, using Walcheren and San Domingo as 
typical examples, and to the experience of the United 
States Army in Mexico under the old and new 
methods of conserving the health of armies. As 
striking examples of what can be accomplished by 
proper organization of a medical personnel, the 
author cites the results of the occupation of Cuba 
in rgor and the sanitary arrangements of the Canal 
Zone during the work on the Isthmian Canal. 
Magnificent results have been accomplished in 
Cuba, Panama, and Mexico because our organiza- 
tion was complete, manned by experts, and under 
absolute government control. The same can be 
promised for the future, both at home and abroad, 
with an army of small or larger proportion, if it is 
provided with enough experts to safeguard the health 
of the troops, and here is the crux of the argument. 
Experience in mobilizing armies has demonstrated 
over and over that it requires from 7 to 10 medical 
officers per thousand of enlisted troops to keep the 
soldiers well and fit for field service. 

The work of the medical department in war 
resolves itself into three parts: 

1. Care of sick and wounded. 

2. Sanitation and hygiene. 

3. Administration. 

In order to present the subject in a concrete way, 
LaGarde presumes that this nation is meeting a 
crisis and is calling for one million men. That 
number of soldiers, in accordance with the propor- 
tions given, will require 10,000 medical officers. 
This great number of medical men to administer 
to the wants of an army is no stretch of the imagina- 
tion. In the Civil War, for the 2,000,000 men 
under arms on the Union side, alone, 12,000 medical 
men were commissioned to look after them. Eng- 
land has 10,000 medical officers with her expedition- 
ary force at the front today, while France is said 
to have 15,000. ‘Today, in the regular army, there 
are commissioned but 443 medical officers who have 
received special training in conserving the health 
of the troops. ‘‘Roughly speaking the 1,000,000 
soldiers will have to have 9,500 more medical officers, 
and where are they to come from? We can soon 
get 9,500 physicians from civil life no doubt. Of 
this number 3,000 will be required to look after the 
sick and wounded and the remaining 6,500 will be 
required to look after sanitation and hygiene and 
the administrative functions of an army medical 
department. How much does the busy doctor in 
civil life know about the latter? The civilian med- 
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ical man is ready himself to answer that he is 
untrained and unequal to the task.” 

It takes nine months of intensive study in the 
Army Medical School at Washington to teach the re- 
cent graduate of medicine the specialty of the 
medico-military officer. The curriculum includes: 

1. Military surgery. 

2. Medical department administration. 

3. Ophthalmology. 

4. Military and tropical medicine. 

5. Military hygiene. 

6. Sanitary chemistry. 

7. Bacteriology, pathology, laboratory diagnosis. 

8. Sanitary tactics. 

9. Operative surgery. 

10. Roentgenology. 

11. Psychiatry. 
The young medical officer upon receiving his 
commission is sent into the field with troops, and 
made to put the theoretical part of his teaching 
into practice, and after the lapse of one year he is 
looked upon as a_ full-fledged medico-military 
officer, worthy of the name. 

While it is true that the 6,500 medical men 
from civil life cannot be given the intensive instruc- 
tion to make them fit medical officers, much can 
be done to make them of extreme value to the state, 
and as war goes on, they can then very soon be 
converted into medicomilitary experts. 

There are three avenues in time of peace open to 
the physician: 

1. Service with the National Guard. 

2. Service with the Medical Reserve Corps, 
United States Army. 

3. Service with the Red Cross. 

1. The National Guard is one of the sources 
from which we obtain very valuable officers in time 
of war; it consists of about 500 members who are 
partially trained as medicomilitary officers. Com- 
missions in the Guard are obtained from the govern- 
ors of the states. 

2. In 1908 the Medical Reserve Corps, United 
States Army, was established by law. The re- 
cipients of commissions in this corps hold the rank 
of First Lieutenant on the inactive list. There are 
now 1,600 commissioned officers of recognized 
standing and ability. These members are physicians 
in civil life who are organized in groups in the larger 
cities for the purpose of instruction. More than 
500 of them are taking the correspondence course 
from the Medical Officers School at Fort Leaven- 
worth, Kansas; official literature is sent them; 
many have the benefit of membership in the Asso- 
ciation of Military Surgeons, and plans are under 
way in the Surgeon-General’s office to improve the 
opportunities for obtaining a medicomilitary educa- 
tion. 

Medical camps of instruction have been ordered 
for 1916 at Tobyhanna, Pa.; Anniston, Ala.; 


Sparta, Wis.; Fort Riley, Kan.; Monterey, Cal. 
In these camps officers of the Medical Reserve 
Corps are taught, with National Guard officers, 
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valuable lessons in active campaigning with troops. 
This is a course that is particularly adapted to the 
younger physician. 

In these camps there is also taught: (1) physical 
exercise; (2) the school of the soldier, ceremonies, 
and the manual of the saber; (3) litter drill; (4) tent 
drill; (5) lessons in administration of a regimental 
hospital, field hospital, and ambulance company; 
(6) stable management; (7) the important subject of 
recruiting armies; (8) the manner of rendering 
papers, records, and returns; (9) camp sanitation. 

The correspondence course at Fort Leavenworth 
includes instructions in (1) how to obtain medical 
supplies; (2) the direction and execution of all 
matters of public health among people of occupied 
territory; (3) the method of disposing of the sick 
and wounded so as to insure the return of effectives 
to the front, and how to relieve the fighting force 
of non-effectives; (4) transportation of the sick and 
wounded; (5) establishment of aid stations, dressing 
stations, and hospitals, hospital trains and hospital 
ships on the line of communication; (6) how to keep 
the records of the sick and injured for reference, 
touching upon the claims of individuals and the best 
interests of the government; (7) how to instruct 
troops in personal hygiene; (8) procedures on Exam- 
ining Boards, Retiring Boards, Court Martials, etc. 

3. The American Red Cross, as at present organ- 
ized, is a very helpful auxiliary of the Medical 
Department in time of war. In its recent organ- 
ization there is a Director of Civilian Relief, and a 
Director of Military Relief who is charged with 
the supervision of all Red Cross work in war. 

The Director of Military Relief is now organ- 
izing hospital units in well-populated centers. A 
hospital unit consists of a military hospital equipped 
with a personnel, supplies, and tentage for 500 beds 
ready to take the field on short notice. Units of 
this kind are now under way in Boston, Philadel- 
phia, Rochester, New York, and Cleveland. 

The personnel consists of 20 doctors representing 
the different specialties that are usually grouped on 
the staff of a modern hospital, two dentists, 40 
nurses, and 157 subordinate attendants. The person- 
nel is enrolled in the Red Cross and the names are 
registered in the office of the Surgeon General. 
The supplies are bought and stored ready for use. 
The unit is inspected from time to time by a regu- 
lar medical officer, and in time of war it is turned 
over to the War Department and placed under the 
command of an officer of the Medical Corps. 

The Director of Military Relief is also organizing 
hospital columns to consist of 5 medical officers 
and 65 trained hospital corps men who are drilled 
in the method of rendering first-aid at the front, and 
their function is to assist the transport columns. 

The medical officers of the hospital units and col- 
umns are members of the Medical Reserve Corps 
and in time of war they are placed on the active list 
and graded with higher rank in the volunteer ser- 
vice. The nurses and subordinates are placed on the 
rolls of the Quartermaster’s Department. 


_may appear from the existence of a tumor; 
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In the Spanish-American War there were 6 civilian 
surgeons for every regular surgeon; in the Civil 
War there were 66 civilian surgeons in the Union 
Army for every regular surgeon. Young medical 
men should seek to enter the Medical Reserve Corps 
and avail themselves of its advantages, and the older 
ones who are physically sound should attach them- 
selves to the hospital units of the Red Cross. 

Proper organization among the physicians in 
civil life acting in concert with the regular Medical 
Corps will accomplish a great deal in mitigating 
the horrors of war. Organizations such as are now 
being formulated will do much to prevent the break- 
down of the Medical Department such as was wit- 
nessed in the Spanish-American War. If we can 
make use of the modern methods of medical science 
to good advantage in active campaign we will serve 
humanity and the state efficiently. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Wrong Diagnosis. Med. Rec., 1916, Ixxxix, 372. 


A suit was instituted against a physician for al- 
leged malpractice growing out of the following 
facts which are taken from the review of the case 
in the Supreme Court of Washington. The defend- 
ant made an examination of the plaintiff and diag- 
nosed her trouble as cystic tumor. Prior to this an 
examination had been made by another physician 
who determined that she was pregnant. Subsequent 
to the defendant’s examination another examina- 
tion was made by the first physician and another 
who again determined that the plaintiff was preg- 
nant. The defendant when informed of their 
decision said “they must be crazy” or words to that 
effect. The plaintiff did not believe she was preg- 
nant at the time, stating that the first suspicion 
of this condition occurred three weeks after the 
operation by the defendant when she felt the 
quick movement of a foetus. Prior to the operation 
she had menstruated and doubtless so told the 
defendant, as well as the other examining physicians. 

The court says: ‘‘The expert testimony of both 
parties at the trial showed that the bimanual test 
may give indicative results after the third month; 
that the same sensation may possibly result to the 
palpation of the physician’s hands from tumors; 
the same symmetrical development of the _—_ 
the 
mother feels quickening before an examiner can 
feel ballottement or rebound; there is often ballotte- 
ment on one examination during the fourth, fifth, 
and sixth month, and none at other examinations 
about the same time. So that it is manifest that 
there might be utterly different, though thoroughly 
honest, opinions reached by physicians as to the 
patient’s condition at or about the time of the 
examinations by these various doctors. 

But did appellant (the defendant) exercise the 
proper and diligence in advising, immedi- 
ately upon his diagnosis, an operation for tu- 
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mors? There is no complaint made of the opera- 
tion itself, as to the manner of its being performed. 
The matter of the ethics and propriety of the ap- 
pellant’s conduct in proceeding with the operation 
without notifying the patient’s former attending 
physician is immaterial. But the matter of appel- 
lant’s notice that other competent and reputable 
physicians had positively declared that the woman 
was pregnant is serious. Surely it put upon the 
appellant a greater degree of diligence and care to 
be as certain as circumstances and conditions sur- 
rounding the case would admit of. Notwithstand- 
ing what she may have stated to the examining 
physicians, pregnancy is not an improbable con- 
dition to the ordinary married woman at the age 
of 37 years. The appellant urges, however, that 
the incision made was in the nature of an exploratory 
operation, to determine the true condition of the 
patient. As to this, though no point is made of it, 
he had not the consent of the patient and her hus- 
band to make an exploratory operation. The con- 
sent was upon a positive assurance that tumors 
existed and that an immediate operation was 
necessary to remove tumors.’”’ The court then 
states that the fact that the defendant, knowing as 
he did the opinion of the other examining physicians, 
instead of waiting for a time to watch developments, 
went ahead and operated was a question of fact 
for the jury to determine and not one of law. 
J. A. CASTIGNINO. 


Liability for Death of Hospital Patient Claiming 
to Have Drunk Mercuric Chloride Solution. 
J. Am. M. Ass., 1916, lxvi, 680. 


The plaintiff, the mother of the deceased, obtained 
a judgment in the trial court against the hospital 
for the death of her 18-year-old son, alleged to have 
been caused by the negligence of one of the hospital 
employees. 

The facts, briefly, are as follows: The deceased 
was a patient in the hospital suffering from an at- 
tack of pneumonia. For about one week he had a 
special nurse who used a solution of mercuric 
chloride for disinfecting the thermometer. She 
kept this solution in a glass which was left on the 
chiffonier in the patient’s room about seven feet 
from the bed. When her services were no longer 
deemed necessary on account of the condition of the 
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patient, she withdrew from the case leaving this 
solution of mercuric chloride on the chiffonier. 
That night the patient being restless was observed 
about 2 a.m. getting back into bed. He told the 
attendants at that time that he had drunk “that 
green stuff.” 

The plaintiff’s contention was that her son’s 
death was caused by poisoning from drinking the 
mercuric chloride solution rather than from a re- 
currence of acute pneumonia due to relapse. In 
reviewing the case, the court said, “It may be con- 
ceded that, considered as an abstract question of 
law, it was negligence to have the mercuric chloride 
solution in the room where it could have been 
reached by the patient. The question, however, 
was: Did such negligence contribute to or cause his 
death? 

“Clearly, if he did not drink that solution, his 
death could not be attributed to such negligence, 
however gross it may have been. The condition of 
the patient after the alleged taking of the solution 
was not accompanied by symptoms shown, without 
contradiction, by reputable physicians and nurses 
to manifest themselves in cases of such poisoning. 
None of these, except the vomiting, manifested 
itself in this case, and that, as it clearly appeared, 
was due to the administering of whites of eggs as 
an antidote. Other symptoms exhibited, such as a 
high degree of temperature and greatly accelerated 
heart action, were conclusively shown to be incon- 
sistent with the theory that the patient died as a 
result of taking a poisonous solution of mercuric 
chloride. The disappearance of the solution, 
assuming that it was of poisonous strength and 
quantity, was just as consistent with the theory that 
it was thrown out of the window as it was with the 
theory that the patient drank it; indeed, more so, 
since had he drunk it, the effect of so doing would 
have manifested itself in certain symptoms none 
of which was exhibited.” The court reverses the 
judgment of the trial court. 

It will be noted in the foregoing review that the 
reviewing court stated that the leaving of the poison 
in the room where the patient could reach it was 
conceded to be negligence, and intimates that had 
the patient’s death been caused by, or attributed to, 
the drinking of this solution the finding would have 
been otherwise. J. A. CASTAGNINO. 
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Sampson, J. A.: The Radical Operation for Cervical 
Cancer; Report of Forty Cases. WN. Y. St. J. 
Med., 1916, xvi, 62. 

Sampson states that the indications for this op- 
eration are evident from the poor results of less 
extensive operations and also from the fact that 
cancer is found in tissue removed by this operation, 
which was not removed by the former operations. 
He gives his results in 40 cases operated upon dur- 
ing ten years by a modified Wertheim operation and 
a description of his technique in so far as it differs 
from the classical Wertheim operation. 

He considers local treatment of the growth un- 
necessary in the majority of cases, if care is exercised 
in cutting across the vagina. Catheterization of 
the ureters is also unnecessary if the ureters are 
exposed at the beginning of the operation. 

After the abdomen is opened, careful examination 
is made to determine the extent of the growth. 
Posterior and lateral extension of the disease which 
fixes the cervix and cannot be palpated around, 
hydro-ureter, and extensive metastasis are contra- 
indications for operation. 

The ureter is exposed above the parametrium but 
not detached from the flap of peritoneum. The 
ovarian vessels and round ligaments are ligated and 
the uterine vessels exposed and divided between 
ligatures at their origin. The cervix is then sep- 
arated from the rectum as this frequently permits 
the entire uterus to be lifted up and facilitates the 
remaining steps of the operation. Next the blad- 
der is freed from the cervix and in case it is adherent 
it is better to deliberately excise a portion than to 
risk tearing it by blunt dissection. 

The parametrial portion of the ureter must be 
dissected free from its sheath to permit removal of 
the sheath and a wide excision of the parametrial 
tissues below. 

Cutting across the vagina is done below a heavy 
right angle clamp, the vagina having first been 
cleansed from below. Removal of the pelvic lymph- 
nodes from a pathologic standpoint should be the 
first step in the operation. Practically their re- 
moval is mainly of prognostic and rarely of curative 
value. It is the author’s practice after the removal 
of the uterus, to explore the sides of the pelvis and 
remove the lymphatics if any enlarged or hard nodes 
are found and the patient’s condition permits. The 
raw surfaces are covered with peritoneum and a 
vaginal drain of narrow gauze introduced, but not 
in contact with the ureters. 

As to the primary mortality, 7 of the 40 patients 
died as a result of the operation —a mortality of 
17.5 per cent. Five of these cases were so far ad- 


vanced that operation should not have been at- 
tempted. So it is evident that with better judg- 
ment the primary mortality may be considerably 
reduced. 

Among the post-operative complications, post- 
operative cystitis was rather frequent but required 
special treatment in only three or four cases. One 
vesicovaginal fistula developed two weeks after 
operation and was repaired later. Two uretero- 
vaginal fistulae developed also at the end of the sec- 
ond week. One healed spontaneously and in the 
other the ureter was transplanted into the bladder. 

As to the ultimate results, 15 patients were op- 
erated upon from five to ten years ago, with a pri- 
mary mortality of 4. Of the 11 who recovered 7, 
or 63 + per cent, or 46 + per cent of the entire 
number, are living and apparently free from cancer. 

The author says that the indications for this op- 
eration are evident. It has technically been suffi- 
ciently developed to render it reasonably safe in 
suitable cases and is already justified in the hands 
of those who have given it a thorough trial. It re- 
mains for a more general adoption, but this should 
be done only by those who have specially prepared 
themselves to perform it properly. S. A. CHALFANT. 


Nesselrode, C. C.: Heat in the Treatment of Car- 
cinoma of the Cervix. Southwest J. Med. & 
Surg., 1916, xxiv, 33. 

The author has used the Percy “cold iron” 17 
times in 14 different cases of carcinoma of the 
cervix, with but two complications. Once he punc- 
tured the anterior wall of the uterus, which was 
readily closed by suture and no trouble arose from 
the accident. One case developed a vesicovaginal 
fistula one week after cautery. Of the 14 cases 
treated 13 were inoperable. Of these, 2 have since 
died. There has been no hemorrhage in the other 
11 since the treatment. In most of the cases there 
has been complete disappearance of the original 
cervical mass. 

These cases will probably all die of metastatic 
cancer, because in each instance there was involve- 
ment of lymphatics beyond the area to which the 
heat could infiltrate, but their lives have been pro- 
longed and made very much more comfortable. 

Epwarp L. CorNeELL. 


Percy, J. F.: The Value of Heat in the Treatment 
of Massive and Utterly Inoperable Uterine 
Carcinoma. Penn. M. J., 1916, xix, 236. 


Basing his opinion on experiences in a number of 
cases of inoperable uterine carcinoma, Percy advises 
the thorough application of low degree heat, which 
he finds superior to any other present method, 
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including X-ray, radium, and the knife. The low 
heat not only sterilizes the whole pelvis and de- 
stroys the inflammatory mass in cases of secondary 
infection, but also eradicates the gross mass of 
cancer. 

Percy’s technique is as follows: After opening 
the abdomen both internal iliac and ovarian arteries 
are tied; the vagina is dilated for the admission of 
the proper sized water-cooled speculum, and the 
heating iron is passed to the fundus of the uterus; 
it is exceedingly important because of the low 
temperature of this heating iron to hold it in the same 
position until all of the contiguous structures are 
so hot that the hand of the surgeon can hold the 
malignant mass no longer. The surgeon’s hand 
if incased in a medium-weight rubber glove can 
tolerate a temperature of 120 to 130° F. (49° to 
54° C.). The normal tissue cells resist a temperature 
of 132 to 140° F. The iron is held in position until 
all the malignant tissue that can be reached by it 
has been coagulated and it is then moved to a new 
area and the process repeated. 

There are five important sites for cancer in the 
uterus: (1) cervix, (2) uterine body, (3) broad 
ligaments, (4) bladder, and (5) rectum. If the 
tumor is small passing the iron to the fundus of the 
uterus will suffice and reach it in any location. If 
the mass is large the end of the heating head should 
be withdrawn from the fundus of the uterus and 
the destructive process carried out in each cancer- 
ous mass—broad ligaments, base of bladder, or 
rectum. 

In cases of recurrences of diffused metastasis in 
the pelvis, following a Wertheim or panhysterectomy 
where there is not a sufficient mass for the develop- 
ment of heat, the author fills the vagina with a 
beef mass and introduces the heating iron through 
the center of the beef. In this way the temperature 
is raised sufficiently to destroy the cancerous growths 
in the base of the bladder, the urethra, the stumps 
of the broad ligaments, and the vaginal walls. 

The method used by Percy will, in his opinion, 
cure 50 per cent of cancers of the hopeless type. It 
is also of value as a preliminary procedure if used 
three or four months prior to operation, minimizing 
the risk of recurrence. Several successful cases are 
reported. L. R. GoLpsmiru. 


Neel, J. C.: Retrodisplacements of the Uterus. 
Surg., Gynec. & Obst., 1916, xxii, 233. 

Uncomplicated retrodisplacements rarely cause 
symptoms. Hence the effect upon the function of 
the surrounding structures is the important factor 
to be overcome in all operative procedures. 

The supporting tissues of the uterus may be di- 
vided into intrapelvic and perineal structures. In 
order to correct retrodisplacements it is important 
that each division should be restored as nearly as 
possible to the normal. 

The following operation has given excellent re- 
sults in over one hundred cases: The abdomen is 
opened through a midline incision which is carried 
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down to the symphysis pubis. Both sheaths of the 
recti muscles are opened and dissected free suffi- 
ciently to allow the placing of the suture of silk in the 
under surface of the fascia about 2 cm. from the 
median line just above the symphysis. The suture 
is then carried through the underlying muscles and 
peritoneum just lateral to the reflection of the blad- 
der on the anterior abdominal wall. The perito- 
neum is next caught up at short intervals down to 
the internal inguinal ring and along the course of 
the round ligaments to a point about two centi- 
meters from the uterine cornu where the ligaments 
are pierced and the suture brought out of the ab- 
dominal cavity and tied near the point of entrance. 

Where there is a displacement of the cervix, a 
running suture of silk is taken in either uterosacral 
ligament, beginning at their junction with the cer- 
vix and carried back to the pelvic brim. 

The conclusions are as follows: 

1. There is no mutilation of pelvic structures. 

2. No injured surfaces are left to favor adhesions. 

3. The normal supports of the uterus are utilized 
in such a manner as not to interfere with their 
evolution and involution and therefore it offers no 
hindrance to future gestation. 


Harper, F. A.: The Mechanical Aids to Uterine 
Displacements. Med. Council, 1916, xxi, 33. 

The author says that through pelvic mechano- 
therapy there is opened up one of the largest fields 
in medicine to-day; one which will place pelvic 
surgery where it rightly belongs as a part of the 
treatment of pelvic diseases. He sums up the non- 
surgical aids in uterine displacements as follows: 

1. The proper application of pelvic massage or 
manipulation to overcome deformities and dis- 
placements is an essential aid. 

2. The use of supportive and corrective aids, 
such as properly applied tampons and pessaries to 
assist in holding the parts in proper position, just 
as bandages and splints are applied after re- 
placement of dislocated or fractured bones. This 
relieves stasis and improves circulation so that 
reconstructive changes may overcome the abnor- 
malities. 

- 3. Vibratory massage is useful. 

4. Electricity has a place as an aid. 

5. Special postural and deep-breathing exercises 
are helpful. 

6. Prolonged and frequent vaginal douches as 
well as other hygienic measures will help reduce 
pelvic surgery to a minimum. C. D. Hotmes. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Wilder. R. M.: Peritonitis Following Acute Ovaritis 
of Anginal Origin. J. Am. M. Ass., 1916, lxvi, 
569. 

The patient, aged 6 years, was seen by the author, 

August 19, on account of a sore throat. For two 


days she had felt feverish. The bowels were con- 
stipated and the appetite poor, but there was no 
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abdominal pain. Examination revealed a tempera- 
ture of 103° F., a flushed dry skin, dry lips, and a 
heavily coated tongue. The pharynx was hyper- 
zmic and the tonsils were large, oedematous, hy- 
peremic, and studded with discrete millimeter 
white patches. August 20, the patient showed 
marked improvement, the throat was no longer sore, 
and the temperature was reduced to 99° F. August 
22 she was found in a serious condition, with a tem- 
perature of 102° F., a rapid pulse, and rapid respira- 
tion. The abdomen was greatly distended, tym- 
panitic, and tender. This tenderness was greatest 
in the lower quadrants, but was equal on the two 
sides. There was no vaginal discharge. The right 
shoulder joint was tender, but not swollen. The 
condition of the throat had improved. The urine 
contained no albumin or pus. A _ leucocyte count 
was 28,000, with polymorphonuclears comprising 
go per cent. 

A diagnosis of peritonitis was made and, although 
the prospects were unfavorable, the patient was 
operated on. At operation the peritoneum was 
found hyperemic and lusterless and in the pelvis 
was a small amount of thin pus. The appendix 
seemed normal. A drain was inserted, but the child 
died forty-eight hours later. 

At the necropsy a general peritonitis was observed. 
The intestines showed no perforation, no volvulus, 
and no diverticula. The cecum and appendix were 
slightly hyperemic, but, with this exception, ap- 
peared normal. The mucosa of the stomach and 
bowel appeared normal. Microscopic examination 
of the ovary, tubes, and uterus revealed in the 
tubes and uterus an extreme degree of hyperemia, 
but no hemorrhages. In the lumen of the tubes 
there was no exudate. In the lumen of the uterus 
was a small collection of leucocytes, half of which 
were mononuclears. The ovaries showed, in addi- 
tion to passive congestion, small hemorrhages, and 
in the ovarian tissues a few diplecocci with short 
chain streptococci were found. Cultures of the 
abdominal fluid obtained at operation resulted in 
the pure growth of gram-positive non-capsulated 
diplococci and short chain cocci belonging to the 
streptococcus group. The organism appeared on 
blood agar as a smail, circular, moist colony, gray, 
and producing marked hemolysis. Its growth was 
best under anaerobic conditions. Inoculation into 
rabbits gave negative results. Epwarp L. Cornet. 


EXTERNAL GENITALIA 


Child, C. G.: The Repair of Complete Laceration 
of the Female Perineum. JN. Y. St. J. Med., 
1916, xvi, 79. 


In the primary repair the only procedure is to 
unite the recently severed tissues. In the second- 
ary repair it is necessary to remove the cicatricial 
tissue and to recognize and reunite widely separated 
muscle-fibers. 

The author states that the best method for the 
secondary repair is that devised by Ristine in 1899. 


He gives the technique of this operation and reports 
his results in ro cases. 

The technique is as follows: An incision is made 
from one caruncle to the other, crossing the poste- 
rior vaginal wall about 1.5 inches from the anus. 
From each end of this incision another is made to 
the ends of the retracted sphincter ani. The flap 
of vaginal mucosa thus outlined is dissected free 
from above downward. In this way the anterior 
rectal wall is lengthened by the flap of vaginal 
mucosa and the wound protected. The edges of the 
vaginal mucosa are united by No. 4 40-day cat- 
gut and the muscles by figure-of-eight silkworm 
gut, the lower one of which unites the sphincter ani 
muscle. 

Child reports 10 cases operated upon in this way 
with primary union in 9 and complete restoration 
of function in 9. In the tenth case, after three 
months, the patient could not control perfectly a 
very loose stool. S. A. CHALFANT. 


Spalding, A. B.: Immediate Perineorrhaphy. 
Surg., Gynec. & Obst., 1916, xxii, 231. 

The author states his belief that practically 
every confinement at term results in some damage 
to the pelvic outlet. It is a common experience to 
find in women’s clinics multipara with more or less 
relaxation of the pelvic floor. Many of these pa- 
tients have been repaired according to the usual 
obstetrical procedures, which have proved unsatis- 
factory. 

Leading gynecologists, including Lawson Tait 
and Emmet, have given to the profession good op- 
erations for the late repair of these neglected con- 
ditions, but obstetricians have not utilized similar 
good operations for the prevention of pelvic floor 
relaxation. 

The author presents a perineorrhaphy, based on 
well-known surgical principles, which includes the 
restoration of the functions of the levator ani 
muscles. The various steps in the operation are 
illustrated by excellent drawings. 

The operation consists in placing figure-of-eight 
silkworm-gut sutures through the levator ani mus- 
cles, skin, and fascia of the perineum with contin- 
uous gut stitches closing the lacerations of the 
vagina. 


MISCELLANEOUS 


McAuliff, G. R.: Hypertrichosis, Variations in 
Female Secondary Sexual Characteristics and 
Internal Secretions. J. Am. M. Ass., 1916, lxvi, 
15. 

The condition is thoroughly discussed in all its 
phases. The author summarizes the question as 
follows: 

It is evidently a disturbed pluriglandular equilib- 
rium, for at times we see a suprarenal causation, at 
others a pineal, and occasionally a hypophyseal. 
These glands form a connected system, therefore it 
is to be expected that just as is the case in the 
hematopoietic system, a pathologic system, a patho- 
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logic process which becomes established in one part 
will cause disease to a greater or lesser extent in the 
other. The internal secretion of one gland reaches 
another through the circulation and there either 
directly increases or inhibits functional activity or 
increases or decreases its efficiency; or, again, it 
reaches the central nervous system and there pro- 
duces impulses which indirectly influence the secre- 
tory cells. The function of the suprarenal, pituitary, 
pineal, and thymus act in an inverse proportion to 
that of the ovary, or in a compensatory or synergis- 
tic manner, for with hypertrophies of the former we 
see atrophy of the latter. Such a synergistic action 
exists not only between the ovary and this group 
of glands, but also between these glands themselves, 
for there is a pituitary hypertrophy following 
thyroidectomy, and acromegaly with suprarenal 
atrophy. 

The thyroid and ovaries, on the other hand, have 
an antagonistic or neutralizing action on each other, 
for their functions vary in direct proportion; that is, 
the thyroid hypertrophies when the ovaries are most 
active, as in puberty, pregnancy, and menstruation. 

If we accept such an interrelationship, it is justi- 
fiable to assume that the suprarenal is the gland 
principally concerned with sexual characteristics, 
the pineal next, and then the hypophysis, ovary, 
thymus, and thyroid, in order of importance. That 
one functionally imperfect gland alone is unable to 
produce marked hypertrichotic changes is seen by 
a case, reported by Pitt, of four suprarenal capsules; 
by cases of hypophyseal lesions, and by numerous 
cases of ovarian cysts, the great majority of which 
never are accompanied by hypertrichosis. Rather 
it must be concluded that at the basis must be some 
profound and complex disturbance of the antagonis- 
tic and synergistic pluriglandular equilibrium. 

A case is reported occurring in a woman 63 years 
of age. Her first confinement (normal) occurred at 
the age of 19 and was followed in two years by a 
second, which was likewise normal. After that she 
had an abdominal pain of a continuous dragging na- 
ture. She visited a gynecologic clinic in Vienna 
where a diagnosis of ovarian tumor was made. 

About this time she noticed an increased growth 
of hair on the upper lip. Four years later a beard 
developed and she was accustomed to shave about 
every week. There were never any other hypertri- 
chotic changes noticed. ‘The family history revealed 
a similar condition in a daughter, aged 43, who had 
observed an increased growth of hair on the upper 
lip for thirteen years. At operation a dermoid cyst 
was removed from the mother. Epwarp 


Block, F. B.: Some Observations on the Treatment 
of Dysmenorrhoea. Am. J. Obst., N. Y., 1915, 
Ixxii, 945. 


From the abundance of articles on the subject of 
dysmenorrhoea the author reasons that the condition 
is very common, and yet a subject which is not 
clearly understood. In this article he does not try 
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to discuss the various types of dysmenorrhoea which 
are dependent upon pelvic inflammations, tumors, 
etc., but, with the single exception of the obstructive, 
considers only the cases in which the pelvic organs 
are apparently normal. The classification and treat- 
= recommended is best shown in the following 
table. 


Symptoms | Cause 


Type Treatment 
Oostructive Premenstrual | Obstruction to | Removal of 
| uterine colic. | lower uterine | obstruction. 


| 


Scant flow for one | 


segment or 
or two days. Pain vagina. 
disappears as flow | 
| becomes profuse. | 

| 


Ovarian Bilateral ovarian Increased 1. Intranasal 
pain synchronous | ovarian treatment. _ 
_in onset with the | secretion. 2. Hypodermic 
appearance of the | injections of 
flow; premenstrual) adrenalin. 
headache and | 
nausea. Uterine | 
cramps after flow 
| is established. | 

Vagotonic | Severe lower | Increased Large doses of 


| abdominal cramps | irritability of 
| and other symp- the autonomic 
| toms suggestive of | nervous 

the obstructive | system, 
| type. | 


atropine for a day 
or two before the 
expected period. 


In conclusion the author expresses the hope that 
the promiscuous dilatations and curretage and the 
antidysmenorrhoea proprietaries may soon be past 
history. C. H. Davis. 


Dunlap, E.: Unsolved Gynecological Problems. 
Texas M. News, 1915, xxv, 224. 


There are several subjects in gynecology about 


which very little is known, any one of which would 


furnish abundant interest for a careful research 
worker, surgeon, or therapist. Generally speaking, 
these points are: 

1. Disputed and indefinite points concerning 
etiological factors. There is discussion at present © 
as to the etiology of fibromata. 

2. Unknown phases of the physiological action of 
various organs. The internal secretions are now 
under discussion. Pituitary, thyroid, parathyroid, 
adrenal, and thymus glands, if disturbed in function, 
will occasion alterations in the sexual organs. 

Amenorrhecea is an early symptom of overfunction 
or underfunction with respect to hypophyseal dis- 
orders. 

3. Problems of treatment and operative tech- 
nique. The question of the influence of radium upon 
fibromata and upon cancerous growths is an absorb- 
ing topic. 

4. The grave questions connected with all major 
surgery must affect gynecological surgery — shock, 
acidosis, post-operative gas pains and distention, 
the unknown condition which protects against septic 
peritonitis at one time, and then under apparently 
similar conditions, allows a fatal termination. 

R. H. Kuans. 
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Griffith, F. W.: The Sterile Woman. South. M. 
J., 1916, ix, 153. 

It is with relative sterility in woman that this 
paper deals. The author outlines the etiological 
factors as follows: ; 

1. Leucorrhcea alone is sometimes sufficient by 
mere mechanical washing away to impede the en- 
trance of the spermatozoa into the cervix. If in 
addition there should be a mild infection, gonor- 
rhoeal or otherwise, the likelihood of conception 
would be still less. 

2. Inaretroverted uterus which points downward 
and forward there is probably a sort of pouch formed 
behind the cervix where the semen is deposited and 
from which its entrance into the cervix is difficult. 

3. If for any reason the secretion of the glands 
of the lining of the cervix becomes profuse and is 
dammed back into the glands and forms cystic 
nodules — nabothian follicles — or becomes thick 
and plugs the cervical canal, the progress of the 
spermatozoa is barred. 

4. Besides the gonococcus, almost any other 
bacteria introduced from without will cause trouble. 
Tampons and other local treatments frequently 
cause an endocervicity with a resulting sterility. 

5. Polypi or a submucous fibroid large enough 
to fill the uterine cavity may offer some hindrance. 

6. Malposition of the uterus is also an important 
factor in producing abortion. 

7. Sometimes myomata interfere with impregna- 
tion. 

8. The tubes are sometimes the cause of sterility: 
(rt) Sometimes the lumen of the tube is so small that 
even congestion of the mucosa is sufficient to create 
at least a temporary if not a permanent obstruction 
to the canal. (2) Angulation from adhesions ever 
so delicate as a common cause. (3) Cobweb ad- 
hesions about the fimbriated end which interfere 
with the patency of the tube is another cause of 
sterility. 

9g. Chronic inflammation, the thickened tunica 
externa, and multiple cysts have been blamed. 

Relative sterility should be treated under the fol- 
lowing heads: 

1. The underweight, anemic woman should be 
built up. 

2. Abundant rest and a mental condition free 
from worry should be encouraged. 

3. Correct diagnosis is the first and indispensable 
step. 

4. Too frequent sexual excitement should be dis- 
couraged. 

5. A thorough disinfection of the vagina is usually 
indicated. 

6. The vagina should be swabbed with tincture of 
iodine or one of the silver preparations. 

7. There should be free passage through the 
cervical canal, a plastic operation being done if 
necessary. 

8. When cervical secretions are hard the canal 
should be swabbed with carbolic acid and alcohol 
or the cautery should be used. 


9. In congested cervices with profuse leucorrhcea 
of normal appearance tampons of glycerine or 
ichthyol and glycerine should be applied. 

C. D. Homes. 


Wood-Comstock, B.: Visceroptesis in Women. 
South. Calif. Pract., 1916, xxxi, 39. 


Lack of proper muscle control, due to muscular 
weakness, not only of the abdominal muscles them- 
selves, but of the gluteal muscles and muscles of the 
back, the normal tonicity of which keep the body in 
proper poise, is one of the causative factors in this 
condition. 

It is to this factor particularly that the author 
wishes to call attention, believing that if we rec- 
ognize its importance and direct the treatment, 
both prophylactic and curative, along this line, the 
results will be much more satisfactory than they 
have been in the past. 

If the gluteal muscles and the erector spine ate 
weak, we find, because of their chronic relaxation, a 
long line between the posterior infracostal border 
and the iliac crest, producing the straight back in- 
stead of the graceful curve denoting strength. 
Anteriorly the costal margin approximates the 
iliac crest; the abdominal wall becomes convex in- 
stead of straight, the greatest diameters being below 
the waist line instead of above. Associated with 
this a vitiated method of respiration with inade- 
quate expansion at the lower thoracic line produces 
a combination of forces, making it impossible for 
the viscera to remain in that part of the abdominal 
cavity where they would normally be if they had 
ample room above and proper support below. 

It can readily be seen that the supporting power 
of the abdominal muscles depends not only upon 
their own strength, but also upon their relation 
to the outline of the abdominal cavity as determined 
by the tonicity of the muscles of the back. If the 
correct relationship between these two great sets 
of muscles be not maintained, descent of the organs 
is inevitable. 

The treatment for the intestinal stasis must of 
necessity be symptomatic at first, as it is impossible 
to correct the sluggishness of the bowel until the 
basic local and general neuromuscular tone is in- 
creased. The efficiency of the treatment will be 
increased if the patient receives a goodly amount of 
fresh air and sunshine, resting in bed as much as 
possible out of doors. The need of physical training 
should not be overlooked. Epwarp L, CorNeLt. 


Judd, A. M.: Gonorrhoea in Women. Long Island 
M.J., 1916, x, 22. 


The author is pessimistic regarding the treatment 
and care of gonorrhoea in the female; owing to the 
lack of control of institutional and private patients 
he is especially careful in regard to giving a positive 
statement whether or not a patient is cured. Pro- 
tracted treatment is the keynote in the management 
of this disease. 
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The presence of the gonococcus is only proved 
when the bacteria are found in characteristic group- 
ings, in leucocytes, when they are gram negative 
and when they correspond morphologically to the 
gonococcus. Material is best obtained by curettage 
of diseased area. Culture is the most positive means 
of diagnosis. Complement-fixation test which is 
negative after a previous positive test is extremely 
valuable in estimating a cure. 

The anatomical structures invaded are Bartholin’s 
glands, the urethra, glands about the vestibule, 
cervix, and vagina less often. Extension is by 
direct continuity along the endometrium to the 
tube, resulting in pyosalpinx. This extension by 
continuity causes primary involvement of the 
tubes and secondary involvement of pelvic cellular 
tissue in a small number of cases, thereby differing 
from the pyogenic organism which enters the lymph 
and blood stream and causes secondary involvement 
of the tubes after invading the cellular tissue of the 
pelvis. 

There is great uncertainty as to the time of onset 
because of the insidious transitory character of the 
initial symptoms. 

The symptoms are those of an acute inflammation 
differing according to the anatomical structures 
involved. The treatment depends upon the stage 
of the disease and the structures involved. In 
acute cases absolute rest and light diet are advised. 
Cleanliness, and non-interference prevent extension 
of the disease. In chronic cases, protracted treat- 
ment, silver salts, destruction of skenes and the 
vestibular glands by means of actual cautery, is 
the procedure. The same method of cauterization 
is used for cervical infection. 

Curettage and iodinization of the endometrium 
are advised if involvement of the appendages can 
be ruled out. Diseased adnexa are treated sur- 
gically after conservative treatment has been 
thoroughly tested. Conservative or complete sur- 
gery depends upon individual conditions. The 
cervix is the guide whether or not supravaginal or 
complete hysterectomy is indicated. 

The author reports 21 cases treated in public 
institutions with the following results: 4 cases in 
hospital at time of report; 3 cases—radical surgery 
—discharged as cured, external genitalia still 
showing evidence of neisserian infection; 12 cases 
left the hospital against advice; 1 case doubtful 
as to gonorrhoeal infection; 1 case discharged as 
recovered. 

In conclusion the author states that only one 
patient of the total 21 recovered entirely. This case 
was kept under control by means of the Children’s 
Society. He emphasizes the necessity of the 
medical profession finding some means of controlling 
these carriers of infection so as to limit the sources of 
infection. 
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Kroenig: Borderline Between Operative and Non- 
operative Treatment in Gynecology and Ob- 
stetrics (Grenzverschiebungen zwischen operativer 
und nicht operativer Behandlung in der Geburt- 
shilfe und Gynaekologie). Berl. klin. Wchnschr. 
1916, liii, 73 

Local surgical treatment of gynecological con- 
ditions has recently been losing ground in favor of 
conservative treatment because of the results shown 
by statistics. Even large accumulations of pus due 
to gonorrhoea, tuberculosis, or septic processes, 
which were formerly always subjected to surgery, 
recover under conservative treatment, and the mor- 
tality is less than after surgical treatment. A care- 
ful study of the statistics shows an undoubted bal- 
ance in favor of conservative treatment. The 
question of treatment of tuberculosis of the adnexa 
is not definitely settled, but the tendency seems 
to be in favor of the conservative method, as genital 
tuberculosis is a secondary disease and is largely 
dependent on the course of the primary tuberculosis. 
The same is true of tuberculosis of the peritoneum. 
There has been a tendency to overestimate the value 
of surgical treatment in psychic disorders in women. 
The part played by the mind in surgical conditions 
is illustrated by the fact that there has been a great 
decrease in the number of appendix operations since 
the war; attention has been distracted from the 
appendix by more important considerations. 

In the treatment of myoma operation gave good 
results, but at the expense of 5 to 7 per cent mortal- 
ity, opening the abdomen with the attendant danger 
of paralytic ileus, three to five weeks in the hospital 
and three to five months of convalescence with a 
consequent serious loss of time from work. Com- 
pared with this roentgen treatment gives no mor- 
tality and brings about amenorrhcea with the loss 
of only a few hours’ time, particularly since the in- 
troduction of the use of properly filtered rays. 

In the treatment of carcinoma the opinion is 
gradually gaining ground, as the result of statistics, 
that irradiation should be given the preference over 
surgical treatment. Statistics of 209 carcinoma 
cases at the Freiburg clinic show 12.6 per cent of 
the patients alive after three years, 6.3 per cent 
after five years, 3.4 per cent after seven years, and 
none after ten years. This is exclusive of carcinoma 
of the body alone, which shows 7o per cent of re- 
coveries after surgery and also after radium treat- 
ment. 

In contrast with gynecological conditions, opera- 
tive treatment has gained ground in obstetrics, 
particularly in the use of the cesarean section. 
This is due to the large percentage of children that 
can be saved by cesarean section. On the other 


hand forceps delivery has decreased, particularly 
since the introduction of Kroenig’s twilight sleep.. 


A. Goss. 
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PREGNANCY AND ITS COMPLICATIONS 


Cutter, I. S. and Morse, M.: Experiences with the 
Kiutsi-Malone Urinary Test for Pregnancy. 
J. Am. M. Ass., 1916, Ixvi, 559. 

The authors reach the following conclusions: 

1. There are many objections to the method from 
the theoretical aspect. 

2. The experiments, while showing acceptable 
results in 66 per cent of the cases examined, yet leave 
a high degree of uncertainty in the remaining third. 

3. The appearance of positive reactions in certain 
cases known to be negative are inexplicable, except 
as involving an ever-present error, such as the fac- 
tors of bacteria, excreted pepsinlike enzymes, etc. 

4. The test, as at present conducted, cannot 
safely be depended upon as a diagnosis of pregnancy, 
owing to: (1) the non-specificity of the reaction, and 
(2) the frequency of errors. Epwarp L. Cornett. 


Brown, W. L.: Eclampsia and Its Treatment. 
Am. J. Obst., N. Y¥., 1916, Ixxiii, 251. 

After a general discussion of this subject the 
author reviews the results of the cases in his ex- 
perience. ‘There were 21 cases with a total maternal 
mortality of 9.5 per cent, and a total foetal mortality 
of 28.5 per cent, or if the same exclusions were made 
as in Peterson’s table the foetal mortality was only 
g.5 percent. In 14 cases, or two-thirds of the whole 
number, convulsions developed before delivery, and 
in 7 the convulsions developed after delivery. Of 
the 14 antepartum cases, ro continued to have con- 
vulsions after delivery, so that delivery did not pre- 
vent or stop the convulsions in 80 per cent of all 
cases. There were 11 operative deliveries and 10 
spontaneous ones. One mother died after a sponta- 
neous delivery and one after a manual dilatation and 
version. Of the children who were alive or viable 
at the time of delivery, one died after spontaneous 
birth and one after version, while the others were 
all stillborn before the thirty-second week. In the 
operative cases the delivery was done in one case 
before convulsions appeared; in one after the second 
attack; in one after the third seizure; in one after the 
fourth convulsion; in two after the fifth; in one after 
the eighth; and in one after the ninth. In all but 
one case the kidney manifestation was present in 
varying degrees. Hypertension was a common 
feature, although the cases that died had a lower 
pressure than the others. C. H. Davis. 


Stein, A.: Vaginal and Abdominal Cesarean 
Section. Am. J. Surg., 1916, xxx, 46. 


The author reviews the progress made in the 
operative technique of abdominal and _ vaginal 


cesarean section; outlines the technique of vaginal 
cesarean section; gives the methods of two new and 
distinct operations, the transperitoneal and extra- 
peritoneal abdominal cesarean section; gives the in- 
dications for vaginal section; and discusses the treat- 
ment of eclampsia and placenta previa. 

After describing the development of the operation 
of cesarean section from the time of Porro, the au- 
thor quotes Nicholson’s conclusions: 

“The extraperitoneal suprasymphyseal cesarean 
section is an addition to the obstetric armamenta- 
rium. 


“Its chief indication is the ‘neglected case’ or - 


one that is mildly infected. 

“The transperitoneal technique is to be preferred 
to the true extraperitoneal because of the ease of 
performance, less interference with the bladder, and 
the avoidance of the contamination of the retro- 
peritoneal and preperitoneal tissue areas. 

“‘Subsequent pregnancy and labor are usually not 
influenced adversely. 

“Repetition of the procedure may be more diffi- 
cult, and in some cases it may be impossible.” 

Eisenreich reports 145 cases of extraperitoneal 
cesarean section performed at the University 
Clinic at Munich from 1908 until 1915. It was 
possible to operate 137 times extraperitoneally. Of 
these 137 cases extraperitoneally operated on, 9 
died, which gives a mortality of 3.7 per cent. In 
22 cases subsequent labor was observed; in 18 of 
these cases the section had to be repeated; in 7 of 
these 18 cases the second cesarean section could be 
done again extraperitoneally; in the other cases the 
transperitoneal method was adopted. 

The author advises the use of pituitrin in all 
cases of casarean section, the patient to receive 1 
ccm. of pituitrin subcutaneously at the beginning 
of the operation. As to indications, the vaginal 
section is advisable in all cases in which the cervix 
is closed and indication for rapid delivery arises. 
The field for the «peration is large, as it comprises 
all acute complications on the part of the mother or 
child up to about ihe seventh month of pregnancy, 
such as eclampsia, premature separation of placenta, 
pernicious vomiting, pulmonary oedema, heart 
disease, and asphyxia in utero. 

In regard to eclampsia, the author’s opinion is 
that all cases require immediate and not conserva- 
tive treatment, reasoning that it would be wrong 
to inject more poisons into a body which already is 
poisoned. At Dr. Brodhead’s service at the Harlem 
Hospital they have decided to perform the vaginal 
cesarean section for eclampsia only up to the seventh 
or eighth month, and after that time the abdominal 
caesarean section, because the mortality, which was 
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up to a few years ago forty-eight per cent, has been 
brought down to about twenty-five per cent. 

In placenta previa it is advisable in the centralis 
variety in which no infection is present, and only 
one pronounced hemorrhage has taken place, to 
perform either the classical or extraperitoneal 
cesarean section. Considering the high mortality 
of the mothers among non-operative cases, he thinks 
the abdominal cesarean section has come to stay 
as a rational method in the treatment of placenta 
previa centralis. 

At the Harlem Hospital, from April, 1914, up to 
January, 1916, the vaginal cwsarean section was 
performed in fourteen cases and the abdominal sec- 
tion in eleven cases. The vaginal caesarean section 
was performed nine times for eclampsia, three times 
for toxemia of pregnancy, once for accidental ham- 
orrhage, and once for a missed abortion of three 
months which was carried about five months. 
There were five deaths, not due to any operative 
interference but to the extremely serious eclamptic 
condition of the patients. Of the children, three 
died before the operation was commenced and al- 
together six were not viable, the operations being 
performed during the fourth to the seventh month. 

The abdominal sections were done in seven cases 
for flat or contracted pelvis, in two cases for eclamp- 
sia beyond the seventh month of pregnancy, and 
twice for placenta previa centralis. All of the 
patients except two made uneventful recoveries. 
Of these two, one died of empyema and general 
sepsis due to probable infection prior to the opera- 
tion and the other died from severe eclampsia which 
continued after the operation. Ratpu H. Kuuns. 


Norris, C. C.: Pulmonary Tuberculosis and Preg- 
nancy. Penn. M. J., 1916, xix, 328. 

That pregnancy exerts an unfavorable influence 
on the course of tuberculosis is generally admitted. 
Statistics show that about 39 per cent of tubercular 
married women believe their infection dated from 
pregnancy or the puerperium. 

To treat these cases each must be thoroughly 
studied and individualized. Cases in which the 
lesions are limited in extent and not progressing are 
the most favorable. 

As a general rule the tubercular woman should 
not marry; certainly not when there is an active 
pulmonary lesion. A woman with a lesion which 
has been quiescent two or three years may be per- 
mitted tomarry. But the tubercular woman should 
avoid conception. Exceptionally — an intelligent 
patient with a small inactive lesion of two years’ 
duration, who can avail herself of proper care and 
treatment may be permitted to become pregnant, 
but she should be watched carefully. 

When pregnancy has occurred without advice, 
the treatment must depend on conditions, the social 
status, the financial condition, the mental attitude, 
the intelligence of the patient, etc. 

Before the fifth month with an active lesion or an 
extensive quiescent lesion the uterus should be 


emptied at once. Laryngeal or secondary lesions, 
excessive vomiting, and renal insufficiency may all 
be indications for emptying the uterus. 

With a quiescent lesion of moderate or small 
extent, the patient must be studied individually be- 
fore a decision is reached, always remembering 
that intervention in the later months is of little value. 

The prognosis should always be guarded even 
if the uterus is emptied. 

In choosing the method of terminating the preg- 
nancy, dilatation and currettage is advised during 
the first six or seven weeks; in the later weeks vaginal 
hysterotomy. 

Operation is not indicated during the last four 
or five months of pregnancy. The patient’s strength 
should be conserved and forceps used to terminate 
labor as rapidly as possible. 

Nursing should be forbidden for the sake of both 
infant and mother. D. H. Boyp. 


Crosthwait, W. L.: Appendicitis During Pregnancy. 
Texas M. News, 1916, xxv, 337. 

Appendicitis during pregnancy is common, but 
there is nearly always a history of previous attacks. 
The author observed ten women who had had, prior 
to conception, repeated attacks of appendicitis. 
Six of these had recurrences during their first 
pregnancies. Four were operated upon early in 
the attack without any post-operative disturbances. 
In the other two suppuration had taken place and 
drainage was required, the one being operated upon 
at the seventh month and the other at the time of 
parturition. Pregnancy predisposes to these re- 
currences, or even to first attacks, because the in- 
creased demands on the system favor the develop- 
ment of local points of infection. The severity of 


.the symptoms determines the course of treatment. 


Pregnancy itself is not a contra-indication to op- 
eration. The tendency to abort is due to the tox- 
— of the appendicitis rather than to the operation 
itself. 

Perforation of the appendix and peritonitis during 
pregnancy are much more severe for the following 
reasons: (1)Protective adhesions are less likely to 
form. (2) Inflammation is more intense owing to 


the greater vascularity of the parts. (3) The perito- 


neum of the upper abdomen is more often involved, 
where the lymphatic absorption is greater. (4) 
The infection spreads under and around the uterus 
and drainage is interfered with. (5) Muscular 
rigidity and tympany embarrass respiration and 
predispose to pneumonia and pleurisy. (6) Ob- 
struction of the bowel is more apt to occur, especially 
in the later months of pregnancy. (7) If an abscess 
becomes walled off the chances are that it will 
rupture at the time of labor. 

If the operation is performed between the first 
and fifth months a right rectus incision is suggested 
in order that the tubes may be inspected. After 
the fifth month a higher incision and liberal drain- 
age are advised. If abortion is inevitable the uterus 
should be emptied. If there are evidences of 
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uterine infection Porro’s cesarean section is recom- 
mended. C. D. Haucu. 


Litzenberg, J. C.: A Study of Liver Function in 
Normal Pregnancy. Am. J. Obst., N. Y., 1916, 
Ixxiii, 228. 

This study is based upon the examination of 271 
cases. The urine of 71 healthy non-pregnant 
women was examined and in no case was urobilino- 
gen or urobilin found. In 200 cases of so-called 
normal pregnancy 62 gave the reaction for urobilino- 
gen or urobilin, or a proportion of 31 per cent. 
From the statements of those who have studied these 
substances in other fields, that urobilinogen or 
urobilin in the urine means either increased blood 
destruction or inefficiency of the liver, the author 
concludes that in the absence of blood dyscrasia, 
there must be interference with the function of the 
liver during, and on account of pregnancy, unless 
the woman has some disease which causes functional 
disturbance of the organ, such as congestion of the 
liver in cardiac decompensation. Excluding cases 
which might be due to other causes than pregnancy 
there were 25 per cent, with urobilinogen or urobilin 
distinctly attributable to pregnancy, suggesting the 
possibility of a “‘liver of pregnancy.” 

C. H. Davis. 


Hirst, J. C.: Corpus Luteum Extract in the Nausea 
of Pregnancy; Preliminary Report. J. Am. 
M. Ass., 1916, \xvi, 645. 

The author’s use of corpus luteum extract in the 
treatment of the nausea of pregnancy is based on the 
presumption that there is more than a coincidence 
between the formation and disappearance of the 
corpus luteum of pregnancy and the cessation of the 
nausea. None of the theories based on the causative 
factor of foetal or syncytial toxins has worked well 
enough to encourage the hope that in them lies the 
solution of the problem. It is not unreasonable to 
suppose that there is sufficient absorption from the 
corpus luteum of pregnancy to account for the 
disappearance of the nausea, especially when one 
realizes that the nausea begins to diminish at the 
time the corpus luteum has reached its acme of 
development. 

Acting on this idea, the author has been adminis- 
tering, hypodermatically, corpus luteum extract in 
doses of 1 ccm. (20 mg.) daily. 

Five cases are briefly reported, four of which were 
successfully controlled. Epwarp L. CornELL. 


LABOR AND ITS COMPLICATIONS 


Jardine, R.: Delay in Breech Presentations from 
—— of the Legs. Glasgow M. J., 1916, 
XXXV, 81. 


In breech presentation when the legs are extended, 
the descent is usually arrested before the pelvic 
floor is reached and in many cases before the breech 
has entered the brim of the pelvis. The reas .. for 
this is not because the legs act as splints preven.ing 


lateral flexion of the body as in normal delivery, 
but because descent is prevented by the action of 
the retraction ring in the uterus. In these cases the 
membranes have usually ruptured early and the 
uterus contracts down around the body of the child 
before the cervix is dilated, resulting in the formation 
of the retraction ring. When the ring has formed, a 
sulcus can be seen running across the abdomen 
between the pubes and the umbilicus, but it can 
also be felt internally before it can be seen externally 
by passing the hand up along the body of the child. 
The treatment consists in dilating the os manually 
if necessary, grasping one foot and drawing it down 
through the os, and delivering the child by having 
pressure made on the fundus above. The pressure 
from above keeps the head flexed and prevents the 
arms from becoming extended. Drugs apparently 
have no effect in relaxing the ring. D.H. Boyp. 


Howat, R. K.: The Immediate Treatment of 
Severe Post-Partum Hemorrhage. Brit. M. 
J., 1916, i, 193. 

While the term post-partum hemorrhage is one 
which in its accepted clinical significance is inca- 
pable of exact defining, it is referred to by the author 
as an abnormally severe hemorrhage from the 
parturient canal occurring within twenty-four hours 
after the birth of the child. 

There are three causes of post-partum hemor- 
rhage: (1) laceration of the parturient canal, 
(2) retention of the placenta (partial or complete) 
within the uterus, and (3) inadequate shrinkage of 
the uterus. 

Treatment has three successive objects: (1) the 
immediate arrest of the haemorrhage, (2) the im- 
mediately succeeding maintenance of the arrest, 
(3) the permanent closure of the bleeding vessels. 
For the third cause of hemorrhage, the sudden re- 
laxation of the uterus after the expulsion of the 
placenta, the author describes his predetermined 
line of treatment. This can be carried out prac- 
tically alone and consists in pressure first over the 
abdominal aorta to cut off the blood supply, then a 
rapid change in the position of the hand to grasp the 
fundus and with the other hand in the vagina, not in 
the uterus, a bimanual anteflexion of the fundus and 
cervix, pressing the anterior and posterior walls to- 
gether between the two hands. Immediately after 
this the patient’s pelvis is lifted by an assistant, and 
while thus raised an inverted chair is placed under 
the patient to improvise an exaggerated Trendelen- 
burg position. 

When the uterus is firmly contracted the vaginal 
hand may be withdrawn and a vulvar dressing and 
firm abdominal binder applied. The elevation of 
the pelvis to 30 degrees should be maintained for 
at least seven hours. The proximal pressure com- 
pression of the aorta is the first maneuver because 
it can be most quickly applied and it tends to check 
the arterial supply of blood. 

The bimanual pressure has three objects: (1) 
to block the open channels of the placental site, 
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(2) to empty the uterus of blood, (3) to stimulate 
the uterus to contract. There is not as great a 
degree of sepsis if the lower hand is not inserted into 
the uterus. Elevation of the pelvis is emphasized 
because of its use in this form of hemorrhage, its 
ready applicability, its tendency to lessen shock, its 
prompt and effective action, and because it is 
independent of environment. F. WILLIAMs. 


PUERPERIUM AND ITS COMPLICATIONS 


Warren, S. A.: The Prevention and Treatment of 
Puerperal Fever. Texas M. News, 1915, xxv, 238. 
Warren believes that prevention of puerperal 
infection begins with prenatal care. The bodily 
functions should be made normal and the various 
channels of elimination opened. ‘The author does 
not believe in the so-called prophylactic vaginal 
douche during labor and maintains that the real 
issue is careful asepsis combined with as few vaginal 
examinations as possible. 

After the onset of puerperal fever he advises 
digital exploration of the uterus under anesthesia 
and the removal of any secundines-or clots found, 
followed by a copious intra-uterine douche of weak 
antiseptic solution. If the uterus cannot be evacu- 
ated thoroughly with the finger he advises the use 
of the large dull curette. He also institutes drain- 
age of the uterus with iodoform gauze soaked in 
glycerine in cases where there is much enlargement 
or congestion of the organ. F. C. Irvine. 


MISCELLANEOUS 


Morgan, H. J.: Care of the Newborn. 
1916, XXviii, 51. 

The bringing into the world of children has been 
the duty of the physician from time immemorial, and 
theoretically he has supervised their bringing up 
after they have arrived. Unfortunately, in the 
greater number of cases his real interest in the child 
often ceases after he has cut and tied the cord, 
heard the child cry, and has examined it for de- 
formities. 

In this brief review of the care of the newborn, no 
claim is made for originality. The author merely 
outlines a course that has proved practical, not only 
in private practice, but in hospital work. 

Needless to say, the greater proportion of babies 
will still be cared for by those who do not wish to 
enter the specialists’ field, so that a logical step 
toward efficiency would be to teach simplicity in the 
routine of such care. 

Let us then weed out the unnecessary and 
obsolete. Let us demand of our hospitals that the 
pediatric department be turned over to one who is 
really interested and that they cease to use this staff 
position as a sop to the pride of some man who fails 
to make any other staff position; that the nurses 
be given real training in this branch of medicine as 
well as in surgery — if necessary, by an exchange of 
time with a real baby hospital—and that the 
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mother shall feel that good advice in these regards 
may better be sought from the physician than from 
the popular magazines, whose pages, full of mis- 
information on these topics, only accentuate the 
fact that physicians as a class are not at present 
satisfying this want of the mothers. 

Epwarp L. CorneELt. 


Ballantyne, J. W.: Antenatal Clinics and Pre- 
maternity Practice at the Edinburgh Royal 
Maternity Hospital in the Years 1909 to 1915. 
Brit. M. J., 1916, i, 189, 234. 

The antenatal work in the service of the author 
is described in some detail. The methods of the 
prematernity nurse in the extern department are 
very similar to those employed by the prenatal 
visiting nurses in this country. A follow-up card 
system and systematic instruction of expectant 
mothers has caused many women to enter the pre- 
maternity ward for various ailments during preg- 
nancy. A great variety of maladies complicating 
pregnancy passed through the ward during the 
service of the author. A short history is given of 
some of the most interesting cases, including two 
cases of chorea, of which one with acidosis died; the 
other recovered under treatment with calcium 
chloride, went to term and was delivered of a living 
child. Practically all cases of toxemia of pregnancy 
with marked renal symptoms have been treated as 
actual eclamptics by a conservative method with 
good results. The lessening of the foetal mortality 
and maternal morbidity have justified the pre- 
maternity practice of the Royal Maternity Hospital. 

WILLIAMS. 


Moran, J. F.: The Endowment of Childhood from 
the Obstetric Standpoint. J. Am. M. Ass., 1915, 
Ixv, 2224. 

The importance of the subject does not arise 
from the frequency with which its problems are 
presented, but from the grave emergencies created 
by them—emergencies which demand early recog- 
nition and prompt decision by the physician in that 
they involve the lives of the mother and child, as 
well as points of professional honor and conscience. 
The author is deeply impressed with the difficulty 
which often presents itself of deciding when to 
interfere and what particular method of intervention 
to elect. In no other field of medicine is well- 
balanced judgment and skill more requisite for 
success; and, not infrequently, even then the result 
is fortuitous. 

The figures of the death toll of early infancy are 
appalling and show that, besides the unavoidable 
mortality incident to childbirth, many infants are 
born hopelessly handicapped for life’s struggle, 
while many others perish through ignorance and 
neglect. 

In this connection the author reviews 10,533 con- 
finements which occurred in the obstetric service of 
Columbia Hospital from July 1, 1876, to June 30, 
1915. They were divided as follows: stillbirths, 
including abortions, 716; living births, 9,817. 
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TABLE OF GENERAL MORTALITY of labor, whether it be in the réle of “watchful 
Cause No. Per Cent Waiting” or masterly activity, in order that the 
a 342 24 child shall be assured its inalienable right to be 
250 18.5 born alive and healthy and the mother safeguarded 
Accidents of labor.......... Be Oey era 157 11.7 to a successful and happy fruition of her noblest 
Syphilis. 100 7.9 mission in life—maternity. Epwarp L. Cornett. 
Asphyxia, accidental....................-. II .8 Paine, A. K.: Technique of Nitrous Oxide Ad- 
Patulous foramen ovale.................. ministration in Obstetrics. Surg., Gynec. & 
Toxemia and eclampsia................... a6 ocx Obst., 1916, xxii, 243. 
Clinical experience with the use of nitrous oxide 
acenta 30 2 h af nate dusk lab d 
28 2 or the OF POI CUTING BAS emonstrates 
Hemorrhage of the newborn............... 26 ~©= r.g_~—«scertain facts upon which the technique of its use is 
30 2 based. The analgesic state is sufficient to prac- 
Accidental hemorrhage................... 23 1.7 tically eliminate pain during a uterine contraction. 
eee errr 19 1.4 This state may be induced so quickly that the 
Malformation and monsters................ 5 I inhalation of gas is only necessary during the con- 
12 traction. The amount of gas inhaled is so small 


It will be observed from the table that the ‘un- 
known” forms the largest contingent of foetal 
deaths—nearly 50 per cent of the stillbirths and 
24 per cent of the total infant mortality. This is 
because diagnosis was usually based on clinical 
data and often incomplete history, and frequently 
because a satisfactory explanation was wanting. 
Routine Wassermann and other laboratory tests 
and necropsies would surely have proved that many 
of this group were due to syphilis. Bearing on this 
point, the following data is of much significance. 
Of 171 Wassermann tests taken in the past four 
years in the obstetric department, 113 were positive, 
and out of this number 35, or 30 + per cent, were 
stillbirths. Out of the 58 negative reactions there 
was only one stillbirth. It would probably be a 
safe estimate to say that at least 40 per cent of the 
unknown stillbirths were caused by syphilis. 

The summary emphasizes the indubitable fact 
that there is a needless sacrifice of infants because 
of the neglect of prenatal care, and that early recog- 
nition of abnormal conditions and timely interven- 
tion would have averted many of the intrapartum 
disasters. 

The public should be taught that the risks 
attending parturition can be, for the most part, 
avoided by intelligent oversight of the parturient; 
by preparedness for rendering aid when needed no 
less than by masterly inactivity when normal. 

Much good is being accomplished by the various 
organizations engaged in the welfare of motherhood 
and childhood, by stimulating general interest in 
the cause and securing lay and professional co-opera- 
tion; but if this much-to-be-desired beneficence is to 
become nation-wide, the checking and follow-up 
system can be satisfactorily done only under state 
subsidy and control. 

The keynote to decreasing the appalling infant 
mortality is good obstetrics, and the watchword is 
efficiency—efficiency in prenatal care—so that at 
the time of birth mother and child shall be in the 
best possible condition, and efficiency in the conduct 


and the period of inhalation so short, with each 
pain, that no cyanosis results and therefore the 
use of oxygen is unnecessary. 

Nitrous oxide is practical for the relief of pain 
from the beginning of severe pain until the time 
when obstetric ether would ordinarily be used. The 
latter is not supplanted by the use of nitrous oxide 
with advantage. 

The technique of administration is as follows: 
When the pains are sufficient to cause appreciable 
suffering, its administration is begun. The appara- 
tus consists simply of a face piece with the usual 
rubber bag attached by a length of tubing to a gas 
tank. Between pains enough gas for five or six 
inspirations is allowed to enter the bag. With the 
beginning of contractions, the patient breathes deep- 
ly and rapidly, rebreathing once or twice into the 
bag, if necessary. This procedure is sufficient to 
secure an analgesia which lasts from one to one and 
one-half minutes. The patient does not lose 
consciousness and is, herself, generally able to 
recognize the analgesic state. The inhalations are 
repeated with each succeeding pain and may be 
continued for five or six hours without appreciable 
ill effects. 

During the stage of expulsion, obstetric ether is 
substituted for the gas, the former favoring a better 
control of the force of uterine contractions. 


Bishop, H. D.: The Knee-Chest Position as a 
Means of Prevention of Obstetric Morbidities. 
J. Am. Inst. Homeop., 1916, viii, 885. 

The author states that there are three essentials 
to the prevention of morbidities resulting from 
childbirth, two of which are aseptic technique before 
and after labor, and repair of injuries incident to the 
traumatisms of labor; the third essential is the 
routine use of the knee-chest position in the puerpe- 
rium as the principal means of securing a normal 
involution. 

The routine during the puerperium is as follows: 
The patient is compelled to take the erect position 
for urination and bowel movements after the first 
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forty-eight hours, getting out of bed if it is of ordin- 
ary height, this being done even if there has been 
a repair of the soft parts. After the fifth day the 
patient has a back-rest during meals. After the 
ninth day she sits up in a chair for meals. The 
knee-chest position is taken once daily after the 
fifth day and continued until the eighth week. 
If at any time there is backache following exercise 
or exertion, the knee-chest position is taken more 
than once daily. The author states that this posi- 
tion is an absolutely useless procedure if it is un- 
accompanied by air distention of the vagina. ‘This 
is done by inserting a half-inch glass tube, eight 
inches long and bent to a right angle. 

The author’s results are summarized as follows: 

1. Whenever there has been a lessening in the 
amount of the lochia it has always returned to nor- 
mal in a very short time. 

2. Formerly, when a patient had a too profuse 
lochia coming on after beginning to sit up and move 
about the room there was nothing to do but put 
her back to bed, or at least restrict her moving 
about. The author finds that the knee-chest 
position preceding all of her rest periods is the more 
successful treatment. 

3. The reappearance of the menses in a nursing 
mother is less often noted. 

4. A febrile condition due to retention of lochia 
will disappear promptly with no other treatment. 
In such cases the treatment should be given at 
least every four or six hours until a normal amount 
of flow has been re-established. Raten H. Kunns. 


Harman, N. B.: The Influence of Syphilis on the 
Chances of Progeny. Brit. iM. J., 1916, i, 196. 
The effect of syphilis upon the childbearing capa- 
bility of a woman is well-known, but there are few 
definite figures that give this common knowledge 
in an easily remembered fashion; for this reason 
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the figures presented in this paper should be of in- 
terest. In his work as an ophthalmic surgeon the 
author had occasion to investigate 150 family his- 
tories where the blindness in the children was the 
undoubted effect of parental syphilis. The diagno- 
sis of the congenital or inherited syphilis was made 
upon the clinical findings, which included inter- 
stitial keratitis, iritis, or disseminated choroiditis, 
in addition to which there were very often found con- 
firmatory signs, as Hutchinson’s teeth, bone and 
joint disease, ulceration of the palate and nose, etc. 

The obstetrical histories of these 150 families are 
interesting in themselves; but the contrast afforded 
by a comparison with 150 untainted families is 
striking. The difference between the results of 
fertilization of these two sets of women is remarkable. 
The 150 syphilitic mothers had 1,001 pregnancies, 
but of these only 390 resulted in presumably 
healthy children; on the other hand, 150 healthy 
mothers had 826 pregnancies and from these there 
resulted 654 healthy children. There were 92 
miscarriages in the syphilitics, 61 in the healthy 
mothers; 8o stillbirths in the syphilitics, 17 in the 
healthy mothers; 229 infant deaths in children of 
syphilitics with only 94 in the children of healthy 
mothers, and 210 cases of syphilis in the offspring 
of the first group. 

That the syphilitic mothers had 17 per cent more 
pregnancies than the healthy mothers may be 
accounted for in part by the frequency of still- 
births and miscarriages in the syphilitics. The 
short interval between many of these would allow 
of several ineffective pregnancies within the same 
time as would be taken for one full pregnancy in a 
healthy mother. Further, the desire for children 
may have increased the number. The moral is 
obvious, the figures speak sufficiently of the in- 
fluence of parental syphilis on the chances of healthy 
progeny. Pure F, WILLIAMS. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Eisendrath, D. N., and Kahn, J. V.: Réle of the 
Lymphatics in Ascending Renal Infection; 
Preliminary Report. J. Am. M. Ass., 1916, 
Ixvi, 561. 

The authors have just completed a series of 27 
experiments on dogs and rabbits, which show that 
infection travels from the bladder to the kidneys 
and perinephritic tissue by way of the lymphatics 
in the wall of the ureter and not along its mucous 
membrane. The lymphatic capillaries of the peri- 
ureteral sheath, in laboratory animals as well as in 
the human being, play a most important part in 
ascending infection. The constant finding of evi- 
dences of infection in the immediate vicinity of the 
rich network of periureteral blood-vessels makes it 
seem plausible that infection can travel, as Sampson 
and Bauereisen assert, to the kidneys from the 
female genitalia and other abdominal viscera which 
lie in close relation to the ureter. 

In the early stages of infection, the infiltration is 
found in the submucous layer of the bladder and is 
especially dense around the smaller vessels in this 
layer. The infiltration can then be followed up 
into the ureter where, as in the bladder, it is most 
marked in the submucous coat in the lowermost 
portion of the ureter. A little farther up, however, 
in addition to the submucous infiltration, a new 
factor is introduced. The periureteral sheath is 
then seen, composed of loose areolar tissue in which 
many blood-vessels lie. This plays an important, 
if not the chief, part in transmitting the infection 
upward. Examination of serial sections longitudin- 
ally of the entire ureter shows plainly how, in the 
early stages, the infiltration around and in the walls 
of the blood-vessels of the periureteral sheath is the 
earliest and most constant finding. As the infection 
progresses, the other coats become invaded from 
without inward, the mucosa remaining intact, until 
the infection is well advanced. We find the same 
sequence of changes in the human ureter. 

In the kidney pelvis the infiltration is first seen 
in the subpelvic areolar tissue, and again around the 
blood-vessels, the overlying mucosa remaining 
intact. Within the kidney the author’s experimental 
work confirms the observation of Mueller in the 
human being. Epwarp L. CorNneELL. 


Keyes, E. L., Jr.: Mechanics of Renal Infection. 
Lancet-Clin., 1916, cxv, 121. 

Mechanical abnormalities, the presence of stone 
and lack of drainage favoring bacterial invasion, 
are the chief causes of renal infection. Rational 
treatment, therefore, consists in the removal of the 
mechanical obstacle, thus providing good surgical 


drainage; in fact the axiom is justifiable, that with 
the removal of the mechanical difficulty the treat- 
ment is generally completed. 

As proof of this the author cites the frequently 
observed infection of little girls, caused by mechani- 
cal disturbances of the upper abdomen encroaching 
upon the liver and kidneys, resulting in loose or 
movable kidney subject to congestion either from 
tension of the vessels or from kinking of the ureter, 
infection resulting. He also calls attention to the 
obvious mechanical cause and effect of puerperal 
renal infection and to the frequently observed fact 
that removal of ureteral stone is followed by cure in 
those cases only in which ureteral drainage can be 
established so perfectly that a nucleus for stone 
would not reform and be retained. The incom- 
patibility of symptoms of renal concrements with 
their size and number, and similar seemingly in- 
congruous conditions as regards the number and 
intensity of attacks of renal colic in both sexes are 
explainable on the basis of drainage, which is good 
in the man’s patent ureter and poor in the kinked 
channel of the woman. 

The cause for mechanical obstruction of the 
ureter may be very insignificant, for even a mere 
shave of crystals may cause violent renal colic and 
the author has operated on a case of obstructive 
anuria, only to find the two ureters and kidney 
pelves impacted with crystals; he also cites another 
case in which bilateral ureteral occlusion with anuria 
occurred on the basis of a formation of gritty ma- 
terial. 

Noteworthy are the author’s therapeutical hints 
based upon these observations. For the relief of 
pain and to effect relaxation of spasm in an acute 
attack of renal colic, immediate administration of 
morphine is indicated. ‘Thus retention is relieved 
by unfolding of the kink in the ureter, and the 
drainage of the stone is facilitated. The most im- 
portant therapeutical value of renal lavage prob- 
ably lies in the passage of the ureteral catheter, re- 
sulting in mechanical relief of slight obstructions. 

Finally, the statement is ventured that unilateral 
suppurative nephritis is the result of a local mechani- 
cal trauma or retention which causes an acute in- 
fection from bacteria, previously in the kidney, 
while the real multiple infarcts that occur in the 
course of pyemia are as a rule bilateral, and since 
they are incurable they are void of surgical interest. 

M. KrotoszyNER. 


White, H. S.: The Vacuum Flushing Leech. Bos- 
ton M. & S. J., 1916, clxxiv, 86. 

White describes his invention of a vacuum- 

flushing leech applicable to vaginal, intra-uterine, 
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and urethral inflammations with exudate. He 
claims for it painlessness, continuous proper func- 
tion, and the rapid mechanical removal of toxic 
products and their causal factors. The principle 
depends upon a vacuum chamber which is con- 
trolled by an exhaust pump and is connected with 
the leech. The leech is equipped with tips of 
proper shape and size for the various cavities to be 
treated and has ten thousand perforations to the 
square inch. This is in turn connected, as is the 
chamber, by a Y-tube with another chamber hold- 
ing a solution of gas used therapeutically. He con- 
tends that by reducing the pressure from without 
the toxins and bacteria will seek the line of least 
resistance, or that created by negative pressure, and 
thus relieve the patient of many of the infecting 
bacteria and their products. J. E1seNnsTAEDT. 


Macnider, W. de B.: The Inhibition of the Toxicity 
of Uranium Nitrate by Sodium Carbonate, 
and the Protection of the Kidney Acutely 
Nephropathic from Uranium from the Toxic 
Action of an Anesthetic by Sodium Carbonate. 
J. Exp. Med., 1916, xxiii, 171. 

The author presents a study of the toxic action of 
uranium nitrate on the kidney, both before and after 
the use of an anesthetic, and of the inhibition of this 
toxic action which may be induced by the use of an 
alkali. The experiments were made upon animals 
and they showed the following results: 

The toxicity of uranium in animals of different 
ages is associated with the power of the metal to 
lead to the formation of organic acids, as, for in- 
stance, diacetic acid and also acetone. 

The power of sodium carbonate to lessen the tox- 
icity of uranium depends upon its power to delay the 
formation of such bodies and to cause their appear- 
ance in the urine in lessened amounts, and does not 
depend upon the power of the carbonate to detoxi- 
cate the metal. 

The protection of the kidney by the carbonate, 
which is shown by the kidney being functionally 
much more active during an anesthesia than the kid- 
ney of a control animal, and by the lack of fatty 
degeneration, acute swelling, and necrosis of the 
renal epithelium which is constantly seen in the 
unprotected kidneys, is probably dependent upon 
two factors: the neutralization of organic acids 
formed prior to and during the anesthesia, and the 
neutralization of hydrochloric acid which Graham 
has shown to be liberated by chloroform during an 
anesthesia induced by this substance. 

GrEorGE E. BEILBy. 


McLean, F. C.: Clinical Determination of Renal 
Function by an Index of Urea Excretion. J. 
Am. M. Ass., 1916, Ixvi, 415. 


Of those tests depending on the introduction of 
foreign substances, that using phenolsulphoneph- 
thalein is the most valuable. The lactose (for urea 
group) and potassium iodide (salt group) test of 
Schlayer and Takayasu is too difficult of application 
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and interpretation to be of great value. Tests 
involving a special diet, with measured nitrogenous 
and saline intake, are onerous and often misleading; 
e.g., when fever patients retain salts in their tissues. 
The value of the determination of blood-urea is 
lessened by the great variability of this factor under 
normal circumstances; in many cases patients with 
marked nephritis have less urea in their blood than 
some normal individuals. Ambard recognized this 
and advocated the determination of the relationship 
between the concentration of the urea in the blood, 
and its rate of elimination. This he found to be 
quite constant in health but varying greatly in 
disease. . 

The author present’s a formula founded on the 
work of Ambard and utilizing the several factors on 
which Ambard bases his conclusions, these being 
the urea excretion per diem, the urea per liter of 
urine, the urea per liter of blood, and the weight of 
the body. The resultant index of excretion closely 
parallels the phenolsulphonephthalein coefficient, 
but seems to be more sensitive, especially when there 
is marked depreciation of the renal function. 

S. W. MoorHeEab. 


Woodruff, S. R.: The Technique of Pyelography. 
Surg., Gynec. & Obst., 1916, xxii, 241. 


The author lays great stress on the fact that pye- 
lography should be done with the patient under the 
X-ray tube, and every detail carried out with great 
care and gentleness. Collargol and thorium citrate 
solution (to which has been added enough methy- 
lene blue to give it color) are both used. The 
patient should be fully prepared as to bowels and 
clothing and placed ready for cystoscopy on a table 
with the X-ray tube in readiness above. It is 
much better if the table in its middle portion has an 
X-ray pervious top with an aperture to slide the 
plates under without disturbing the patient. When 
the ureteral catheter is in position, a cystoscope 
holder is used to steady the instrument and give 
the operator free use of both hands. The injection 
fluid is run in by gravity—the receptacle being 
held in the hand and not on a fixed stand—enabling 
the operator to raise or lower the pressure instantan- 
eously. The patient lies on the table a half hour 
after the picture is taken in order to let the fluid 
drain away. The catheter is removed unless a 
cavity exists. 

The injection is always made by gravity, the ap- 
paratus being simply the barrel of a 20-ccm. glass 
syringe with rubber tubing and stopcock to connect 
with the catheter. 

The operator sits in front of the patient in the 
usual position, holding the injection apparatus in 
the left hand thus enabling him to raise or lower it at 
will. He glances from time to time through the 
cystoscope to see if any injection fluid is coming 
down alongside the catheter. The presence of this 


should be the signal for lowering the pressure of the 
injection fluid and for taking the skiagram. 
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Braasch, W. F.: Perinephritic Abscesses. Calif. 
St. J. Med., 1916, xiv, 14. 

Braasch reviews ror cases operated on for abscess 
in the perinephritic tissues, discussing the etiology, 
the methods of diagnosis, the results, and conclusions. 

In 34 cases he found that the abscess was sec- 
ondary to lesions in the extra-urinary tissues and 
because of the situation were termed subdiaphrag- 
matic or retroperitoneal abscesses; the other 67 
cases were regarded as true perinephritic abscesses 
of which the ratio of.male to female was two to one 
with practically an equal number on the right and 
left sides. The direct etiologic factors in their order 
of frequency were pyonephrosis, renal tuberculosis, 
nephrolithiasis, cortical abscess, and traumatic 
abscess. 

In this series, none was found to have originated 
from a primary pyelitis or pyelonephritis. In 18 
patients no evidence of renal involvement was found 
on clinical examination, although in four cases there 
were symptoms suggestive of other sources of in- 
fection. 

He emphasizes the use of the following methods 
not only for diagnosis but for differential diagnosis: 
(1) repeated urinalysis, (2) bacteriologic investiga- 
tion of the urine catheterized from each kidney, (3) 
estimation of the comparative renal function, and 
(4) radiologic examination, including that of the 
urinary tract, of the thorax, and pyelography. 

In the more acute types, no evidence of renal 
infection was found on clinical examination and 
the etiology was not ascertained at operation be- 
cause of the exigencies of the cases, and the author 
infers that the small solitary cortical or subcapsular 
abscess was the cause of the unidentified perine- 
phritic abscesses. 

Of the 67 patients, 2 died as the result of the op- 
eration, and 3 within three months, in 18 the wound 
healed within one month, and in 25 the wound con- 
tinued to drain from two to six months, and the 
fistula has persisted to the present time in four pa- 
tients. 

Braasch concludes that in the presence of a large 
fluctuating abscess and marked physical weakness 
drainage will suffice; if, however, evidence of con- 
siderable renal involvement has been found, im- 
mediate nephrectomy as well as drainage is to be 
preferred; but it is of practical importance to pre- 
viously investigate the underlying renal condition. 

Lours Gross. 


Van Cappellen: Carcinoma of the Ureter (Car- 
cinom des Ureters). Beitr. z. klin. Chir., 1916, 
xcix, 138. 

The author gives the history of a female patient, 
aged 46, who came under his care in April, 1914. 
Based upon this history, clinical findings, cystos- 
copy, and laboratory analysis, a diagnosis of right- 
sided pyonephrosis was made. The findings of one 
tubercle bacillus-like organism was considered 
insufficient evidence on which to base a diagnosis of 
tuberculosis of the kidney. Existence of the 
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trouble for over 32 years likewise speaks against it. 
X-ray examination showed no stone. 

The right kidney was exposed by lumbar incision. 
It was found to be the size of child’s head; only a 
few adhesions were noted. Fluctuation was distinct 
and there seemed little renal tissue left; the vessels 
which were very thin were ligated; the renal pelvis 
and ureter were much dilated; the ureter was not 
removed but was simply cauterized with the 
thermocautery and ligated on account of the poor 
condition of the patient at this stage of the opera- 
tion. The wound healed readily after four weeks. 

Examination of the specimen revealed no evidence 
of tuberculosis. The urine after operation still 
contained some pus but not nearly so much as before 
operation. Continued urine examinations showed 
an increase in the quantity of pus. The patient 
complained of pain in the right lower abdomen, but 
of a different character than before operation. 
Severe hematuria occurred five months after 
operation but unaccompanied by pain. 

Cystoscopy showed bloody pus exuding from the 
right ureteral orifice; the left was normal. A 
diagnosis was made of probable tumor or hemor- 
rhagic inflammatory condition, and a second opera- 
tion decided upon. The ureter when exposed was 
so thick that it resembled a filled ascending colon; 
freed from adhesions it was found to be almost nor- 
mal near the bladder, where it was cut and ligated. 
The patient recovered after four weeks. Micro- 
scopic examination of the removed ureteral specimen 
showed infiltration of the wall of the ureter by the 
tumor. 

Grouping of cells around the blood-vessels allows 
of two different diagnostic interpretations — 
either papillomatous tumor or endothelioma. It 
would seem that papilloma was most likely the 
correct diagnosis as there is no connection between 
tumor and dilatation of the ureter. 

Van Cappellen diagnosing the condition considers 
it a congenital stenosis of the ureter near the 
bladder; in later years inflammation developed in 
the gradually widening ureter and kidney, and in the 
inflamed ureter a carcinoma developed. Only 17 
cases of ureteral carcinoma were found by the 
author in the literature and in most of these cases 
invasion of the surrounding tissues had already 
occurred. W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Moorhead, J. J., and E. L.: Exstrophy of Bladder; 
Report of Two Cases. J. Am. M. Ass., 1916, 
Ixvi, 409. 

Exstrophy of the bladder occurs once in about 
29,000 births, in the proportion of one female to 
five males. The mortality during infancy is 60 
per cent. This congenital defect is best explained 


on a mechanical basis—an intra-uterine rupture 
of a completely formed bladder. 

Maydl’s method in the first successful transplan- 
tation of the vesical trigon in the sigmoid colon in a 
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case of exstrophy of the bladder in 1892 was followed 
in 152 cases collected from the literature and in the 
two cases reported by the authors: 

The first case, a man, aged 20 years, whose family 
history was negative, had had no illness since child- 
hood and always lived on a farm, doing the usual 
work. Surgical treatment of this patient during 
his earlier years, several times proposed to the 
parents, was rejected for various reasons. A 
suicidal tendency of late prompted the desire to 
seek relief. 

A modified Maydl operation was performed in 
two stages. The post-operative course was satis- 
factory until the seventh day, when a sudden change 
was noticed. He complained of precordial pain, his 
facial expression was anxious, breathing difficult, 
pulse rapid and weak, temperature elevated. His 
condition became steadily worse and he died within 
a few hours. 

A limited post-mortem revealed a circumscribed 
peritonitis in the region of the transplantation; 
there was no leak; the trigonal flap and the bowel 
wall were of good color; the ureters were normal; 
the kidneys were somewhat congested; there was no 
pus. Venous thrombosis was apparent in the 
region examined. 

The second case, a woman, aged 26 years, was the 
only member of her family to have a congenital 
deformity. She had borne two children; one was 
living, aged 4 years; the other died when 4 months 
old. While her condition was pitiable before she 
became a mother, childbearing, followed by prolapse 
of the uterus and vagina, added much to her woe. 

At the first operation the cervix was amputated 
and the pelvic floor repaired. Recovery was satis- 
factory. 

At the second operation (three weeks later), 
catheters were inserted in the ureters. The exstro- 
phied bladder was dissected subperitoneally to the 
requisite extent and wrapped in gauze. The peri- 
toneal cavity was opened. The uterus was ampu- 
tated at the corporocervical junction. The ovaries 
and tubes were preserved. The ligaments were used 
in the best possible manner to anchor the stump. 
The sigmoid colon was delivered and an intestinal 
clamp applied. The bowel was incised in the long 
axis 3.5 cm. The bladder was brought in appo- 
sition with the colon; no tension. Anastomosis and 
closure of the wound were made. The anal sphincter 
was dilated and a rectal tube inserted. The patient 
left the hospital in five weeks, pleased with her con- 
dition. Urine was now retained four hours during 
the day and caused little discomfort at night. 
Subsequent observation indicates a good functional 
result. Epwarp L. CorNELL. 


GENITAL ORGANS 


Catton, J. H.: Leucopznia; Its Relation to Orchitis. 
Calif. St. J. Med., 1916, xiv, 53. 


The author shows that the blood picture in the 
various infectious diseases in which orchitis occurs 
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as a complication are strikingly similar. In some 
of the diseases, namely, scarlet fever, tonsillitis, 
pneumonia, and septicemia, orchitis occurs in the 
virulent type of the disease only, where the blood 
picture shows a leucopenia. The conclusions are 
as follows: 

1. Hamatogenous infection of the testes may 
occur in mumps, typhoid, malaria, influenza, Malta 
fever, typhus, filariasis, syphilis, tuberculosis, 
leprosy, and smallpox; and less frequently in scarlet 
fever, tonsillitis, pneumonia, and septicemia. 

2. A reduction, absolute or relative, in the number 
of granular leucocytes is characteristic of the above 
infections with the exception of scarlet fever. 
tonsillitis, pneumonia, and septicemia. 

3. A reduction, absolute or relative, in the num- 
ber of granular leucocytes does not occur under 
certain conditions in scarlet fever, tonsillitis, pneu- 
monia, and septicaemia. 

4. Even in the absence of a history of orchitis 
there may be a relation between testicular affection 
and leukopenia in the case reported. 

After a careful consideration of the etiology of 
orchitis; a study of the leucocyte pictures in the 
infections reaching the testes through the blood 
stream; and the observance of testicular affection 
in a case with a history of infections belonging 
almost exclusively to the group under considera- 
tion, and at the same time exhibiting a leucopenia, 
the suggestion is offered that there is a definite rela- 
tion between testicular affection on the one hand 
and a disturbance in the normal relation between 
the number of granular io the number of hyaline 
leucocytes; i.e., a tendency toward decrease in the 
number of granular cells and an increase in the 
number of hyaline cells. V. D. LEsPINAsseE. 


Outland, J. H., and Clendening, L.: Enormous 
Abdominal Cyst, Probably Due to a Retained 
Testis. Surg., Gynec. & Obst., 1916, xxii, 204. 

The authors refer to the previous studies of Osler 
and Bulkley, who have called attention to the 
occurrence of abdominal tumors, diagnostically 
puzzling, which were in fact, degenerations (usually 
in the form of sarcomata) of undescended testes 
either in the inguinal canal or in the abdomen. 

The case reported was that of a man of 65 who 
had had an abdominal tumor for 15 years. It had 
grown rather rapidly in the six months before opera- 
tion and filled the left upper portion of the abdomen. 
Laparotomy revealed an enormous cyst filled with 
coffee-colored liquid. Its removal was impossible 
and the patient died in shock six hours after the 
emptying of the fluid. At autopsy the important 
findings were the intimate attachment of the cyst 
walls to the left kidney and the absence of the left 
testis. 


Willard, W. P.: Report of Cases of Malignant 
Testicle. Calif. St. J. Med., 1916, xiv, 134. 


Willard presented the histories and microscopical 
findings of three cases of cancer of the testicle, with 


GENITO-URINARY SURGERY 651 


the idea of showing the different courses taken by 
these cases after operation, and also reports the 
ideas and statistics of the various operators as to 
what is considered the proper treatment to pursue. 

He claims the classification of these tumors is 
still open to debate, but the classification of Che- 
vassu would be of some assistance; he also claims 
that the prognosis is not good. 

His first case was operated upon about two months 
after the appearance of the tumor and the lumbar 
glands were involved within five months; the second 
case was operated upon six months after the ap- 
pearance of the tumor and there was a local recur- 
rence 18 months later; the third case was operated 
upon 21 months after the appearance of the tumor 
and was well four months later. 

The author claims that the treatment of this con- 
dition is surgical and the necessity of removing the 
cord with the testicle is important. If the tumor 
has involved the scrotum, the cord as high as the 
inguinal ring, or the inguinal glands it will have in- 
vaded in all probability the lumbar lymphatic glands 
and their removal must be considered. 

Louis Gross. 


Campiche, P. S.: Peculiar Inflammations of the 
Iliac Fossa, Following Simple Epididymitis; 
the Anatomy of the Lymphatics. Surg., Gynec. 
& Obst., 1916, xxii, 140. 

The author describes two cases of inflammations 
of the iliac fossa. In the first a large iliac abscess 
came after a simple tubercular epididymitis. In the 
second case a nodular inflammatory swelling high 
in the iliac fossa followed a simple gonorrhceal 
epididymitis. In neither instance was the scrotum 
involved. 

Although many authorities in anatomy, even in 
very recent works, state that the lymphatics of the 
testicle and epididymis all go to lumbar lymph- 
nodes, the author points out that several writers — 
among them Cunéo, Testut and Jakob, Spalteholz, 
Grosz, and others, following Zeiss! and Horowitz — 
now admit that a part of the lymphatics of the 
testicle do not go to the lumbar lymph-nodes, but 
go to some lymph-glands lying in the iliac fossa, 
below the crossing of the ureter. 

The two clinical observations reported by the 
author confirm this view, and surgeons should re- 
member it in the differential diagnosis of inflam- 
mations of the iliac fossa. 


Ashcraft, L. T.: The Surgery of the Vas Deferens. 
N. Eng. M.Gaz., 1916, li, 19. 

The author enumerates the following conditions 
that may be benefited or cured through surgery of 
the vas deferens: seminal vesiculitis, epididymitis, 
diseases of the ejaculatory ducts and, in some 
instances, posterior urethritis. The majority of 
these are rebellious to therapeutic and mechanical 
measures and, unless treated surgically, become 
chronic. A simple vasostomy, he believes, will do 
much to relieve and often cure general systemic 


conditions depending upon a focal infection. A 
longitudinal incision into the vas opens the canal, 
and its patency is tested by injecting a solution of 
carbolfuchsin or any non-irritating coloring matter. 
This fluid will distend the seminal vesicle, which 
subsequently discharges it into the bladder. A 
solution of 5 per cent argyrol or 1 per cent protargol 
may afterwards be injected. The amount used at 
the first injection varies from 4 to 8 ccm. Ashcraft 
rarely gives more than three injections, because of 
the resulting funiculitis. 

Vasostomy also relieves pressure upon the epi- 
didymis. This operation has likewise been sug- 
gested for tuberculosis by Rosving, who injects the 
seminal vesicle every day or so with a 5 per cent 
solution of phenol, but Ashcraft thinks that in such 
circumstances it might be as well to excise the sem- 
inal vesicle, vas, and epididymis. 

In acute cases of seminal vesiculitis it is not nec- 
essary to resort to injections, a simple vasostomy 
usually being all that is needed to relieve the pressure 
from the epididymis and drain the vas. Both vasa 
may be drained at one sitting. When the condition 
becomes chronic, injection of the seminal vesicles 
through the vas should be tried before resorting to 
more radical surgery. During the past few years, 
Ashcraft has been employing this procedure of 
vasostomy and injection of the seminal vesicles 
(Belfield’s operation) in rebellious cases of seminal 
vesiculitis in which there were no adhesions and of 
so-called gonorrhceal rheumatism, with remark- 
ably good results. The procedure is unattended by 
any danger, and is not followed by stricture of the 
vas deferens or the absence of spermatozoa. For 
colon-bacillus infections of theseminal vesicles, when. 
a systemic toxemia results, the same beneficial 
effects accrue. 

In regard to epididymitis, the author is of the 
opinion that while medicine and mechanical treat- 
ment may alleviate it, they never effect a cure. 
His results following surgical treatment by means of 
combined vasostomy and epididymostomy, how- 
ever, have been uniformly gratifying. The scro- 
tum is incised, and a second incision is made in the 
tunica vaginalis, delivering the testicle. If the 
epididymis is swollen, especially at the tail, it 
should be punctured deeply in several places, 
gentle pressure being afterwards made to cause the 
exudation of the pus. Inasmuch as 15 per cent of 
the cases of acute gonorrhceal epididymitis are com- 
plicated with acute seminal vesiculitis, the vasos- 
tomy incision should also be made. After returning 
the parts to position and suturing, drainage is in- 
serted. It is remarkable how soon after this 
procedure the constitutional symptoms disappear. 
The discharge ceases in many instances. Although 
the scrotum may attain a considerable size after the 
operation, this swelling is not painful. In nearly 
every case, on examining the semen expressed from 
the previously diseased side several months sub- 
sequent to the surgical interference, active sper- 
matozoa are found. 
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Slight reference is made by the author to the op- 
eration of vasectomy, as legalized in seven states 
for the sterilization of criminals and defectives. 
The vas is simply divided, the ends ligated, and 
the wound closed. He is inclined to favor as a sub- 
stitute the operation suggested by Belfield, vaso- 
ligation. This prevents discharges from coming 
from the epididymis so long as the ligature remains 
in place, the function of the testis returning when the 
ligature is removed. 

Ashcraft also mentions the operation of epi- 
didymovasostomy for sterility, for which medicinal 
measures are valueless, and states that the results 
obtained establish the fact that an anastomosis can 
be made between the vas and the epididymis, allow- 
ing exit to the fertile spermatozoa coming from the 
upper part of the epididymis. This operation, sug- 
gested by Edward Martin of Philadelphia, was first 
tried upon a human being in rgor. 


Tourneux, J. P.: The Radical Cure of Hydrocele 
by the Inguinal Route (La cure radicale de 
Vhydrocéle vaginale par la voie inguinale). Prog. 
méd., 1916, p. 25. 

The author calls attention to the advantages 
which the method first suggested by Gomoiu and 
Phocas in 1909 has over other procedures for the 
radical cure of hydrocele. This method is the 
approach by the inguinal route. The technique 
consists of an inguinal or inguinopubic incision 2 to 
4 cm. long. The subcutaneous cellular tissue is 
dug out and then, by pressure on the scrotum, the 
tunica vaginalis appears between the lips of the 
wound. Placing two forceps on the wall, the con- 
tents of the vaginal sac are evacuated through an 
incision. The testicle and its envelopes are then 
drawn through the wound and dealt with according 
to the state of the serous, which may necessitate a 
partial resection of the parietal fold. The testicle 
is replaced in its natural cavity and the wound 
sutured. A. Goss. 


Hyzer, H.: Seminal Colliculitis. Hahneman. 
Month., 1916, li, 22. 

The anatomy of the verumontanum has only 
lately been demonstrated by the advent of the 
cystoscope and the observations of Rytina. Em- 
bryologically, it is developed from the united lower 
ends of the muellerian ducts. The organ is com- 
posed of a central glandular and a peripheral stroma 
portion. Pathologically, the colliculus may show 
simple congestion of its mucosa or marked disten- 
tion so as to entirely fill up the lumen of the urethra, 
or multiple cysts and minute ulcerated areas with 
pus exuding from the opening may be seen. In 
chronic cases the only lesions may be a firm and 
hypertrophied colliculus. Etiologically there are 
two types, infective and non-infective. In the in- 
fective type the gonococci invading the veru have 
their origin in the prostate and seminal vesicles and 
in the other cases the colliculitis is caused by a 
pyelitis of colon bacillus origin. The non-infective 
or chronic type offers many etiological factors, chief 
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among which are (1) coitus interruptus, (2) mas- 
turbation, (3) ungratified sexual desire, (4) new- 
growths, such as hypertrophy, malformations, and 
projections. 

Symptoms may be either urinary, sexual, or re- 
ferred. Of the urinary symptoms the most im- 
portant is urinary frequency by day and by night. 
This is followed by another well-defined symptom, 
terminal burning referred to the end of the penis or 
perineum lasting a few minutes with relief in the 
interval. The urine is clear in many cases with 
mucus floating on the surface. In the infective 
type it may be clear or cloudy with pus, shreds, and 
bacteria. Hamaturia usually accompanies the 
acute colliculitis. Nocturnal eneuresis is sometimes 
present. The: sexual element associated with 
colliculitis presents a picture which is usually com- 
mon in both types, but especially in the non- 
infective. Nocturnal eneuresis is frequent. Pain- 
ful ejaculation followed by marked burning in the 
prostatic urethra for some hours leads to the un- 
fortunate condition of sexual impotency. Of the 
referred symptoms sharp, severe, and intermittent 
pain in the lumbar region is quite common and 
suprapubic distress of a dull, heavy, aching character 
often referred to the testicle and rectum. 

The diagnosis is made upon the clinical history 
and verified by the urethroscopic findings, but 
inflammatory conditions at the neck of the bladder, 
of the prostatic urethra aside from a colliculitis and 
prostatic bar should be ruled out. Undue sensitive- 
ness and bleeding to instrumentation should arouse 
suspicion of colliculitis. ‘Treatment depends on the 
etiology. In the infective type when the focus is in 
the prostate or vesicles it is useless to direct treat- 
ment to the caput even if the urethroscopic picture 
inflammation. in the non- 
infective type due care and precaution must be 
exercised owing to the predominant neurotic ele- 
ment. Hygienic and suppurative measures should 
not be neglected. Divulsion of a tight sphincter 
ani does wonders. Dilatation of the posterior 
urethra with a Kollman dilator and topical applica- 
tions to the caput of silver nitrate, iodine, and copper 
sulphate solutions are productive of good results. 
In long-standing cases when there is a hard fibrous 
caput which through repeated cauterization has 
left a hard cherry-stone-like elevation which defies 
all effort at alleviation, the operation of colliculec- 
tomy has been resorted to with marvelous and very 
gratifying results. C. R. O’CRowLevy. 


Schmidt, L. E.: Vesiculotomy and Vesiculectomy. 
J. Am. M. Ass., 1916, Ixvi, 157. 

The chief credit for calling the attention of sur- 
geons to the operative treatment of these organs is 
due to Fuller and Belfield. Insufficient knowledge 
of the minute anatomy and pathology, as well as 
the obscure location, is probably responsible, 
rather than the technical difficulty of the operation, 
for these organs having received so little attention in 
the past. 
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In the etiology, the infecting organisms in order 
of frequency are: staphylococcus, streptococcus and 
colon bacilli, which presumably are secondary to 
infections with the gonococcus. ‘This infection in 
some cases may become extinct but in chronic 
cases is presumably present. Further light, how- 
ever, is needed upon toxemic cases with or without 
involvement of the joints, where smears, cultures, 
and the complement-fixation test are all negative. 
Results of operations in such cases may be dis- 
appointing. 

The author accepts Belfield’s classification of the 
symptomatology, and gives a résumé of each of the 
five groups: (1) Symptoms referable to the genital 
organs, (2) to the urinary organs, (3) to the rectum, 
(4) to the abdomen, (5) systemic. Secondary ner- 
vous or mental symptoms must also be included. In 
the treatment of these diseases, the author considers 
them according to the different types. He em- 
phasizes that in all cases minor procedures should 
be thoroughly tried, except in acute cases with grave 
symptoms where drainage should be resorted to. 
Rectal puncture is not justifiable. 

One should be very conservative where nervous 
or mental symptoms are present, and in the milder 
cases vasotomy may be the preferable operation be- 
fore resorting to the most radical methods. 

In reviewing the anatomy of the vesicles, Schmidt 
calls attention to the fact that in some of the text- 
books the position of the ureter in relation to the 
ampulle and the vesicles is frequently shown in- 
correctly. 

He favors the perineal route of approach and 
describes his method of operating, which is practical- 
ly that of Squier and Young. The indications for 
choice between incision and removal of the vesicles 
are also given. Horace BINNEY. 


Culver, H. B.: A Study of the Bacteriology of 
Chronic Prostatitis and Spermatocystitis, with 
Special Reference to Their Relationship to 
Arthritis. J. Am. M. Ass., 1916, Ixvi, 553. 


After a careful review of the literature on the 
bacteriology of chronic prostatitis and spermato- 
cystitis, the author describes his own technique, 
employed in the study of the prostatic and seminal 
vesicle contents of 34 patients, 26 of whom were 
suffering from subacute or chronic arthritis. 

Briefly stated the results of the author’s investi- 
gations are as follows: anaerobic as well as aerobic 
organisms may be the existing cause of chronic 
prostatitis and spermatocystitis. These organisms 
seem to be specific for the infected individual, as 
proved in 66 per cent of Culver’s patients tested, 
in which positive reactions were obtained after 
injection of the autogenous organisms. 

On repeated examinations many cases of prostati- 
tis and spermatocystitis reveal the infecting or- 
ganism which seemed to be non-infectious upon a 
single examination. Specific focal reactions point 
to the relationship of chronic infections of the 
prostate and seminal vesicles with a subacute or 


chronic arthritis. Drainage of the focus of infec- 
tion by massage or otherwise, together with the 
raising of the antibody content of the patient’s 
blood by inoculation of killed organisms, constitute 
the most advantageous and rational treatment of 
these conditions. M. KroroszyNer. 


Stokes, A. C.: Operations by Local Anesthesia on 
the External Genitalia and Prostate. Urol. 
& Cutan. Rev., 1916, xx, go. 

The author sums up ten years’ work in performing 
operations by local infiltration anesthesia as follows: 

1. Experience shows that to do these operations 
successfully without pain to the patient, the operator 
must have thorough command of himself and be in 
a position to meet every emergency of the operation 
without irritation or disturbance of the equilibrium 
of the operation room. The progress of the opera- 
tion must be without a break in technique. 

2. The cutting instruments used must be very 
sharp and incisions made, not tearing or dragging 
on the tissues. Little or no pain is produced by 
cutting, but patients cannot tolerate pulling or 
dragging on the tissues. Artery clamps must not 
be pulled, retractors must be handled with the ut- 
most care and dissections must not be made until - 
the operator is certain that the field of dissection is 
thoroughly infiltrated, and then with cutting in- 
struments only. 

3. The patient must be assured that any time 
that he feels pain the operator will stop at his re- 
quest. A tactful nurse or house officer must sit 
at the head of the patient and engage him in con- 
versation as much as possible during the entire 
time of the operation. The patient must be assured 
that he will not be harmed and that no pain will 
intervene. “The eyes should be covered, because to - 
some people the sight of blood produces a bad tem- 
porary reaction. The author’s records show that 
during the last ten years the following operations Eds 
were done by local anesthesia: inguinal hernia, 
34 cases; hydrocele, 19 cases; varicocele, 32 cases; = 
prostatectomy, 3 cases; amputation of the penis and 
removal of the inguinal glands, 1 case; hemorrhoids, 
5 cases; suprapubic cystotomy, for one cause or 
another, 2 cases. H. A. Moore. oa 


MISCELLANEOUS 


Warden, C. C., and Schmidt, L. E.: Gonococcus 
Complement Fixation; a New Lipoid Antigen. 
J. Lab. & Clin. Med., 1916, i, 333. 

The author presents in detail the conclusions sum- 
marized in a preliminary report on the use of the 
fats of the gonococcus as antigens in gonococcus 
complement-fixation tests in which the superiority 
of an alcoholic solution of these fats over watery 
extracts was shown. 

In all the tests a commercial antigen was used 
parallel with the Warden antigen. The latter was 
prepared in such a manner that each 1 ccm. of 
absolute alcohol contained in solution 0.001 gram. 
of gonococcus fats as fatty acids. To this was 
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added one-third volume of a one per cent alcoholic 
solution of cholesterol. 

The sheep-rabbit-hamolytic system in which the 
serum was active in dilutions of 1:r0000 with fresh 
guinea-pig complement and thrice washed sheep 
cells was used. The titre of the antigens and ham- 
olytic serum was made frequently in the usual man- 
ner. The commercial antigen was used in the max- 
imum quantity, permitting complete haemolysis 
in a given time, and the Warden antigen in one- 
half the lowest inhibiting dose. When set up the 
tubes contained, in addition to the antigens, one 
drop (0.02 ccm.) of the patient’s serum, one drop 
of complement, and sufficient salt solution to equal 
rccem. After the first incubation of one hour there 
were added to each tube ten drops (0.2 ccm.) of 
a 5 per cent suspension of sheep cells, and an equal 
quantity of diluted hemolytic serum, representing 
two units of hemolysin; that is, twice the quantity 
sufficient to produce complete hemolysis in thirty 
minutes. The tests were invariably controlled by 
known positive and negative sera, and separate 
tubes used for each ingredient. 

Particular caution was used in the titration of the 
commercial antigen as it was observed that individ- 
ual samples varied with time, and that different 
lots varied widely in anticomplementary power, 
although bearing the same unit quantity on the 
labels. The alcoholic antigen has not varied per- 
ceptibly in six months. 

The tables show the outcome of 423 tests upon 
the sera of 367 persons. The list includes tests 
upon the sera of 50 normal individuals of all ages, 
with negative results in all. 

Also one hundred cases of disease other than 
gonorrhoea, in which a certain proportion of positive 
reactions was obtained, and in which evidence of 
gonorrhoea could not be eliminated, a fact which 
speaks for the value of the test. 

Particular attention was paid to luetic sera, but 
without detracting from the specificity of the 
gonococcus antigen. 

Table No. 1 — diseases other than gonorrhoea — 
shows that the commercial antigen gave positive 
reactions in 5.4 per cent of cases; and the Warden 
antigen in 13.6 per cent. 

Table No. 2— acute gonorrhoea — shows that 
the sera of the acute cases reacted with commercial 
antigen in 40 per cent. The earliest reaction ap- 
peared on the fourth day, and three cases reacted 
within the first week. The Warden antigen gave 
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positive reaction in 72 per cent of these cases. 
Three occurred on the second day of the injection 
and eight within the first week. 

Table 3 — subacute cases of gonorrhoea — shows 
that 23 per cent reacted to the commercial antigen 
and 64 per cent to the Warden antigen. 

Table 4 —chronic gonorrhoea — shows that of 
35 cases examined 17 per cent gave positive reactions 
with commercial antigen and 48 per cent with the 
Warden antigen. 

Table 5 — long-standing and repeated attacks of 
gonorrhoea — shows that of 80 sera 24 per cent 
gave positive reactions with commercial antigen 
and 50 per cent with the Warden antigen. 

Table 6 — gonorrhoea in female children — shows 
that in 33 cases positive reactions to commercial 
antigen were given in less than ro per cent and to 
the Warden antigen in 54 per cent. 

Table 7 shows the number of positive reactions 
obtained with both antigens in cases where gonococci 
were demonstrable. Also the number of positive 
reactions where gonococci were not found. 

Comparison of the two antigens shows the superi- 
ority of the Warden antigen over the best watery 
antigens. Where the latter gave positive reactions, 
the former invariably gave positives, and, as a rule, 
to a greater degree. With the latter also there 
was less fluctuation. The positive reactions ap- 
peared earlier, persisted longer, and occurred in a 
larger number of doubtful cases. The authors 
believe this antigen can be still further improved. 

The conclusions are as follows: 

1. An alcoholic solution of the fats of the gonococ- 
cus serves as an antigen in the gonococcus comple- 
ment-fixation test and is superior for the purpose 
to the watery antigens of commerce. 

2. The authors concur in the opinion that posi- 
tive reactions are always of value. Repeated nega- 
tive reactions in the absence of clinical signs are of 
great value. A single negative reaction has no 
significance whatever. 

3. While the sera of normal persons have been 
thus far wholly negative, and while it is admitted 
that positive reactions are largely confined to cases 
where the gonococcus is, or has recently been pres- 
ent, nevertheless, the evidence, as a whole, leads 
to the belief that a positive reaction indicates the 
presence in the serum of some substance which reacts 
with the antigen to produce fixation of complement 
and not necessarily the presence of a focus of 
gonococcus ‘* the body. H. G. Hamer. 
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SURGERY OF THE EYE AND EAR 


EYE 


Vail, D. T.: Management of the Eyelids During 
the Cataract Operation. Lancet-Clin., 1916, 
CXV, 159. 

Uniformily successful cataract extraction de- 
mands a method of lid control that will require 
little or no help from the patient. 

The orbicularis palpebrarum exerts but little 
pressure when acting alone. The corrugator super- 
cilii and the muscles of the cheek and the side of 
the nose are important aids. It is essential then 
that any form of retractors to be effective shall be 
able to overcome the action of all these muscles. 
Vail describes his new type of lid retractors which 
while effective do not require the services of a 
specially trained assistant. W. REEDER. 


EAR 


Palmer, D. H.: Cauliflower Ear. J. Am. M. Ass., 
1916, Ixvi, 422. 


The treatment used by the author is as follows: 
After preparing the skin surfaces of the ear, the 
meatus, and immediate vicinity of the face and scalp 
after any of the approved surgical methods, except 
iodine, which causes intense itching, and plugging 
the external meatus with cotton, an incision is made 
under local anzsthesia slightly below the prominent 
part of the swelling through the skin and perichon- 
drium into the hemorrhagic cavity. All clots, 
newly formed cartilage or bone should be removed 
with a small gouge or curette, the surface of both 
cartilage and perichondrium being scraped until 
smooth. 

The incision is then closed, except for a small 
opening which will just admit the end of a eustachian 
catheter, connected through a waste bottle with a 
small Pynchon pump. This rapidly removes the 
accumulated blood and the suction approximates the 
loose layer of skin and perichondrium to the car- 
tilage. 

The skin surface is then thoroughly dried and a 
fresh plug of cotton is placed in the external auditory 
canal. A generous coating of sterile petrolatum is 
applied over both surfaces of the ear and the adja- 
cent skin of the face and scalp. Should there be 
any area in which the skin and perichondrium are 
not perfectly approximated, a smali mold is made of 
dentist’s modeling wax or sheet lead and pressure 
applied at that point. The mold, coated with 
petrolatum, is placed about the ear and half a 
tumblerful of plaster-of-Paris cream is poured into 
the mold, completely surrounding the ear. Thus the 
ear is completely encased in the plaster, with the 


eustachian catheter still inside the wound and the 
pump working continuously. As_ the plaster 
hardens, a slight rotary motion of the catheter per- 
mits of its easy withdrawal through the cast and 
establishes a permanent drain to the wound for the 
escape of any newly-formed fluid. A small piece of 
gauze over the cast and an adhesive dressing to pre- 
vent all motion complete the operation. 

The cast is removed by fragmentation ten days 
following the operation, when the ear will be found 
in exactly the same condition as at the time of the 
operation and will require no further attention. 

In the old organized cases, the author makes a 
mold carved from plaster-of-Paris to represent the 
normal ear and with dentist’s modeling wax makes a 
die. After removal of the foreign substance, and 
while the ear is perfectly soft and pliable, he forces 
the die down on the anterior surface of the ear and 
then encases the whole in plaster of Paris. 

Epwarp L. CorNELL. 


Brown, R. H.: The Chronic Running Ear. [/linois 
M. J., 1916, xxix, 95. 


The author alludes to the following points: 

1. Persistence of discharge from an ear treated 
by lacing and dry-wick drainage is due either to 
continued infection and poor ventilation through 
the eustachian tube, or to continued infection from 
a discharge from the mastoid cells and the attic. 

2. X-ray examination will establish the diagnosis. 
farly operation on the throat or the mastoid, or 
both, with proper after-treatment, will effect a cure 
in the vast majority of cases. Ordinary washing 
and treatment with antiseptics in the canal is of 
itself of very little use. 

3. Many patients will make light of efforts made 
in their behalf. They must first be educated. 
People really value acuteness of hearing highly. 
Danger to life is by no means slight in mastoid 
infections. Early operative treatment of this 
“appendicitis of the brain’’ is just as urgently re- 
quired as in appendicitis of the abdomen. 

Orto M. Rort. 


Schiller, A. N.: Discharging Mastoid Sinuses. 
N.Y. 2986, 12. 

The author reports two cases illustrating his 
method of curing discharging mastoid sinuses by 
closure of the eustachian tube. 

The technique is as follows: Using a one-ounce 
syringe with an inch long soft rubber tip fitted 
tightly into the external auditory canal, one ounce 
of a 10 per cent solution of argyrol is injected through 
the eustachian tube into the nasopharynx every 
second day for two or three weeks. Alcohol in- 
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jections are then used every second day, beginning 
with a 25 per cent solution, gradually increasing 
until 95 per cent strength is used. This clears up 
the catarrhal condition of the nasopharynx and the 
eustachian tube is then curetted with a small ring 
curette. 

The author reports a case of a man who had a 
radical mastoid six months after scarlet fever with- 
out relief from discharge. Thirteen years later the 
author was consulted, and after removing adenoids 
he treated the eustachian tube and nasopharynx and 
curetted the eustachian tube with cure of the otor- 
rhoea. 

Another case had discharge for thirteen years 
following radical mastoid after scarlet fever and it 
was treated the same way with cure. 

ELLEN J. PATTERSON. 


Boyd, F. D.: The Method and Value of a Blood- 
Clot in a Mastoid Operation. South. M.J., 1916, 
ix, 179. 


The author is enthusiastic over the blood-clot 
method and reports 5 cases so treated with success. 

The points in favor of this method are: 

1. The blood-clot itself has been proved to possess 
a decided bactericidal property, and this is de- 
pended upon to counteract any germs left in the 
wound, and to prevent any infection. 

2. In surgical diseases and injuries of the long 
bones, the use of the blood-clot has provided a 
reticulum or scaffolding upon which new tissues 
have seized; the clot then becomes quickly organized 
and is finally converted into permanent osseous tissue. 
The cavity resulting from mastoid operation is re- 
garded as providing a favorable field for this con- 
servative process. 

3. In actual experience a large proportion of 
cases operated upon by this method have been 
successful in the author’s hands. 

4. The blood-clot method saves much pain and 
discomfort, and in the case of wage-earners, the 
loss of time from work is only a small fraction as 
compared with the post-operative period of the 
old method. M. Rorrt. 


Marriage, H. J.: Skin-grafting in Mastoid Opera- 
tions. Practitioner, Lond., 1916, xcvi, 174. 


For skin-grafting in chronic mastoid disease the 
author claims the following advantages: 

1. The cavity heals much more quickly than 
by any other method. 

2. Contraction and stenosis of the cavity are 
prevented, as well as pocketing of pus under 
exuberant granulations. 

3. The treatment is less painful than plugging of 
the raw cavity. 

4. The patient and surgeon are saved much time 
and trouble in after-treatment and the patient is 
able to get back to work earlier. 

5. Complicated meatal flaps and the deformity 
of the concha which may result are avoided. 


6. In a large proportion of cases the eustachian 
tube is closed, and reinfection by way of the tube 
is thus prevented. 

For about eight years the author has employed 
the method of primary skin-grafting, i.e., the 
application of the graft at the time of the original 
operation. He believes that it saves the patient 
seven to ten days in convalescence, and it does 
away with the necessity for a second anesthetic, 
which patients dread and which may have a dele- 
terious effect upon the general health. 

His technique is as follows: After the ordinary 
radical mastoid operation, in which every trace of 
the disease so far as possible is removed and the 
dura of the middle fossa and lateral sinus is exposed, 
a ineatal flap is cut, and the posterior bony meatal 
wall resected. The tympanum is then scraped 
out and the whole of the mucous membrane is 
removed, except the very small margin around the 
stapes, after which the opening of the eustachian 
tube is curretted with a small sharp spoon. To 
disinfect the cavity and check bleeding, hydrogen 
dioxide is poured in, left for two or three minutes, 
and then syringed out with normal saline at 105° F. 
This is done three times. The cavity is imme- 
diately plugged with gauze, and this plug is removed 
only when the graft is ready to be applied. 

After the skin has been cleaned with soap and 
water and then well rubbed with a sponge soaked 
in ether, the author removes a thin Thiersch graft, 
three inches long by two inches wide, from the 
patient’s thigh, using a large, hollow ground razor, 
with the skin held on the stretch. The graft is 
carried to the ear on a section lifter, and is then 
sucked into place by means of a glass pipette, so 
as to line the whole cavity accurately. The 
graft is kept in place by the immediate insertion 
of a long strip of one-half inch aristol gauze tape. 
The end of the gauze is passed through the meatus, 
and the free end of the graft which is lining the 
posterior part of the cavity is folded over the 
plug and also brought out through the meatus. 
After tying the vessels which have been caught by 
hemostats during the operation, the skin opening 
is sutured so as to draw the ear back into its normal 
position. 

On the fourth day the plug is withdrawn and the 
cavity syringed out with weak hydrogen dioxide, 
and a small piece of gauze tape is again lightly 
inserted. This process is repeated daily for a week, 
when plugging is discontinued and hydrogen dioxide 
is simply dropped into the cavity twice a day. 
The patient is seen at weekly intervals, at which 
time exuberant granulations may be cauterized 
or scraped. 

The author kept a record of the first 50 cases 
in which he employed this technique. He got 
final data in 43, 34 of which were healed in less than 
two and one-half months. The hearing was ameli- 
orated in 74 per cent, unchanged in 5 per cent, and 
impaired in 20 per cent. ALBERT EHRENFRIED. 
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Smith, E. A.: Roentgen Ray Diagnosis in Diseases 
of the Accessory Sinuses. Wis. M. J., 1916, 
xiv, 387. 

Skiography in conjunction with other methods of 
diagnosis is of undoubted value in cases of inflam- 
mation and suppuration of the nasal sinuses, es- 
pecially in disease of the frontal and ethmoidal 
sinuses, as it shows the size, extent, and relation of 
the sinuses and thus enables the operator to deter- 
mine which operation to perform in a case of dis- 
eased frontal sinus or ethmoidal cells. 

A skiagram is not of so much anatomical assist- 
ance prior to operations upon the maxillary and 
sphenoidal sinuses though it is of service in as- 
certaining the size of dental cysts in the maxillary 
sinus, polypi or malignant growths, also foreign 
bodies or cannulz passed into the sinuses for thera- 
peutic purposes. It does not indicate the exact 
nature of the pathological contents of a sinus or the 
degree of inflammatory change which has taken 
place in the mucous membrane, but it is of service 
in determining the effect of treatment upon the 
inflammatory affections of the accessory sinuses. 

ELLEN -J. PATTERSON. 


Mahu, G.: Practical Notes on Local Anesthesia in 
Otorhinology (Notes pratiques sur l’anesthesie 
locale en oto-rhinologie). d. mal. de V’oreille, 
du larynx, etc., Par., 1915, xl, 845. 


Operations performed under a local anesthetic 
should not be considered synonymous with vivi- 
section. Anzsthesia of soft parts is easy; of bones, 
more difficult. In operations on the frontal and 
maxillary sinuses or the mastoid it is necessary to 
anesthetize not only the superficial parts, but also 
the bony parts, internally as well as externally, the 
trephining of these cavities being followed, com- 
monly, by curettage. 

Experience proves that to obtain such result it is 
necessary that the injection be pushed into the 
external periosteal layer. All the accessible parts of 
the periosteal surface should be reached with the 
needle in order to obtain a more perfect anesthesia. 

As to the operative technique, the author makes 
the following recommendations: (1) a good syringe 
should be used; (2) a standard solution should be in- 
jected; (3) sufficient time should be taken to secure 
perfect anesthesia. The author prefers to use 
syringes containing 2 ccm., similar to those used by 
dentists. For injections tangential to the bone, he 
recommends instead of curved needles, flexible steel 
needles, 4 cm. long. The solution commonly used 
in one ampoule is composed of: physiologic serum 


(sterilized), 10 gr.; novocaine, 0.10 cg.; adrenalin 
solution, 1/1000 X gtt. The contents of two am- 
poules suffice to anesthetize a sinus or a mastoid. 
Twice as much may safely be used. 

The author describes the procedure in anzsthetiz- 
ing the maxillary sinus: A cotton tampon soaked 
with cocaine solution (1/20) is placed in the nose 
(lower and middle meatuses) and left for 5 minutes; 
another is placed in the canine fossa and a third 
on the internal surface of the gums of the pre- 
molars. The novocaine solution is injected as fol- 
lows: (1) one or two syringes in the soft parts, in 
view of the gingival incision; (2) two or three syringes 
in the canine fossa and in a fanlike direction, all over 
the external wall of the sinus, the point of the needle 
striking the bone; (3) 2 syringes pushed in the same 
manner in the wall of the palate; (4) a syringe in the 
inferior horn, and one or two others tangential to 
the bony sinuso-nasal wall. After a quarter of an 
hour, without fear of paining the patient, the 
operation may be begun and continued for nearly 
one hour; if necessary additional anesthesia may 
be used. The author finds it necessary, sometimes, 
to administer a hypodermic injection of pantopon 
or morphine three-quarters of an hour before the 
local anesthetic is introduced. Raout L. Vroran, 


Clay, J. D. F.: Congenital Occlusion of the Poste- 
rior Nares. Hahneman. Month., 1916, li, 127. 


The case reported was that of a young female 
aged seventeen years. The history showed no 
deformities of the nose or throat in the parents, 
three sisters, and two brothers. 

The patient had difficulty in breathing and nurs- 
ing when a baby and could never breathe through 
her nose. Her hearing had always been dull and 
her progress in school was poor. She never had 
any sense of smell. The tonsils and adenoids had 
been removed four years previous. 

Examination showed both nostrils filled with 
glairy mucus and mucosa of polypoid character. 
At a depth of two and three-quarters inches a probe 
encountered a long obstruction, which by post- 
nasal examination was found to occlude the entire 
cavities about one-quarter inch anterior to the 
posterior choanz. 

The ear drums were retracted and dull, and 
functional tests showed a reduction in hearing due 
to a lesion in the conducting apparatus. 

A trephine opening was made in the bone with a 
chisel and mallet and the opening enlarged with a 
curette. The bone was cancellated in structure. 
From time to time granulations were curetted 
away from the edges of the bony wound. 

Otto M. Rott. 
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Bailey, H.: Deviations of the Septum. J. Mo. St. 
M. Ass., 1916, xiii, 59. 


The etiological factors mentioned are: (1) trau- 
matism; (2) inability of the septum to adapt itself 
to pathological conditions since it is fixed between 
the unyielding frontal, ethmoid, and sphenoid bones 
above, and the superior maxillary and palate bones 
below (If it grows more rapidly than its surround- 
ings it must bend); (3) a high arch of the palate; 
(4) the rarefying of the air in an obstructed nostril. 

As to the effects of the deviation there may be: 
(1) no symptoms whatever; (2) acute and chronic 
inflammations of the nose and accessory sinuses, of 
the middle ear, pharynx, and larynx, and mouth- 
breathing with the evils accompanying this condi- 
tion; (3) hay fever; (4) headache and general 
malaise. 

The following indications for operative inter- 
ference are mentioned: (1) in cases of certain affec- 
tions of the middle ear in which the use of the 
eustachian catheter is an essential part of the treat- 
ment; (2) as a preliminary to operations on the 
accessory sinuses; (3) as a preliminary to operations 
on the pituitary body; (4) where the septal bend 
impinges on the middle turbinate in such a manner 
as to interfere with the ventilation and drainage of 
the accessory sinuses; (5) where the deformity inter- 
feres with the normal respiration and drainage 
through the nose; (6) in cases of hay fever in which 
are located hypersensitive areas of contact between 
the convexity of the septum and the adjacent 
turbinate; (7) where the pressure of the septum 
against the nasal wall produces pain or headache. 

For correcting deviated septum, Bailey gives 
preference to the submucous resection, after which 
he holds the flaps in position by means of inter- 
rupted silk sutures, using for the purpose a full 
curved needle one-half the size of the small-eye 
needle. Otto M. Rort. 


Moore, I.: The Histology of an Angiofibroma of 
the Nasopharynx and Its Important Bearing 
on Operative Procedure. Proc. Roy. Soc. Med., 
1916, ix, Laryngol. Sect., 25. 


These growths are composed mainly of a dense 
white fibrous tissue, covered by an investing mem- 
brane sometimes comparatively thick but more 
frequently thinned away by the increasing pressure 
of the growth. Embedded in the fibrous tissue, 
especially in the central portion of the growth, are 
a large number of thin-walled blood-vessels and large 
cavernous sinuses, devoid of a contractile coat; 
though in one section through the base of the growth 
the fibrous tissue is denser than elsewhere and the 
number of vessels is relatively smaller. This is of 
great importance from the operative point of view 
and is a guide to the position for attack. 

The author thinks these tumors should be re- 
moved through the mouth by operating rapidly 
without losing time trying to stop hemorrhage 
which ceases spontaneously as soon as the growth 
and its attachments have been removed. 


The author’s technique is as follows: With the 
patient in the hanging head position the base of the 
growth is separated from the bone with sharp 
periosteal elevators working round and round as far 
as the choanal margin from behind forward and 
from side to side. Then with strong clamp forceps 
the main mass of the growth is seized and removed 
by evulsion, tearing with it the nasal and other 
prolongations which extend into the adjoining cav- 
ities. ELLEN J. PATTERSON. 


Mayer, E.: The Successful Intranasal Treatment 
of Affections More or Less Remote from That 
Organ. Laryngoscope, 1916, xxvi, 81. 

The author reports the case of a male, 28 years of 
age, with a history of a fall, eight years previous, from 
the roof of a four-story building striking his head on 
a pavement followed by unconsciousness and a 
rapid increase in growth, especially of the hands 
and feet. 

Two days before admission the patient had sud- 
den abdominal cramps, vomiting, fever, and low 
unilateral headache, dull in character. He showed 
typical meningeal symptoms, and lumbar puncture 
gave clear fluid under high pressure. He had a 
blind left eye; right temporal hemianopsia; dimin- 
ished left abdominal reflex and knee-jerk; weakness 
in the hands and the left side of the face; his tongue 
protruded to the left. The diagnosis was diseased 
process about the optic chiasm involving the entire 
left and decussating part of the right optic tract, 
the primary cause either in the ethmoidal cells or a 
pre-existing acromegaly, to be determined by X-ray. 

Rhinoscopic examination showed a mucopurulent 
discharge in the right ethmoidal region and the con- 
dition was diagnosed as due to sphenoidal sinus 
obstruction. X-ray examination revealed a tumor 
in the hypophysis. 

Under ether anesthesia the right middle turbinate 
and ethmoid cells and a portion of the left middle 
turbinate were freely removed so that a probe read- 
ily entered the sphenoidal sinus on the right. The 
patient promptly recovered and the diagnosis 
made was: acromegaly, acute basilar meningitis, 
paratyphoid fever, and ethmoidal abscess. 

The author has permanently relieved from 50 to 
75 per cent of cases of dysmenorrhoea by intranasal 
applications of trichloracetic acid between menstrual 
periods. ELLEN J. PaTTERSON. 


Carter, W. W.: The Correction of Nasal Deformi- 
ties by Mechanical Replacement and by the 
Transplantation of Bone. Surg., Gynec. & Obst., 
1916, Xxii, 211. 

Carter regards the framework as the basic, es- 
sential structure of the nose. This structure con- 
stitutes an arch which is built up of an indefinite 
number of segments so placed as to be self-support- 
ing save at its two extremities. The displacement 
of one or more of these segments produces a deform- 
ity amenable to the bridge-splint operation, while 
the destruction of one or more of these segments 
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would suggest the transplantation of bone to correct 
it. The septum strengthens the nasal arch but does 
not support it. The upper edge of the septum, how- 
ever, constitutes the keystone of the arch and its 
displacement means a depressed deformity. Great 
care should be exercised in doing the submucous 
operation not to disturb its position. 

The bridge-splint applies the correcting force to 
the depressed nose ‘n a direction diametricaily op- 
posed to the forces that produced it. This instru- 
ment was devised by Carter eight years ago and has 
been used by him successfully in a large number of 
cases including both recent and old depressed trau- 
matic deformities. 

The instrument consists of two fenestrated, curved 
steel wings hinged together in the middle. The 
edges of the wings are padded with rubber and the 
distance to which they can be separated is regulated 
by a thumb-screw. To be used in connection with 
this bridge are two intranasal splints which are 
molded out of sheet gutta-percha at the time of the 
operation and made to conform to the roof of the 
patient’s nose. These are attached to silk sutures 
which are threaded into large curved needles. If 
the fracture is an old one the tissues are mobilized 
by means of several instruments of special design. 

The application of the instrument is as follows: 
The needles bearing the sutures which are attached 
to the intranasal splints are passed from within the 
nose through the cartilaginous dorsum just below 
the ends of the nasal bones. The bridge is then 
placed over the nose and the sutures are passed 
through corresponding fenestra in the bridge. The 
nasal bridge is then lifted to the desired height and 
the sutures are tied together across the hinge of the 
bridge. The bony side walls are then moved closer 
together by means of the adjustment screw, thus 
narrowing the base of the nasal triangle. The in- 
strument should remain in position for two weeks. 

The bridge-splint is used in those cases of nasal 
deformity where there remains a sufficient amount 
of bony tissue with which to reconstruct a normal 
nasal arch. Where there is a deficiency in this 
material resort must be made to bone-transplanta- 
tion. This deficiency may be due to: (1) congenital 
defects; (2) traumatism, accidental or operative 
(submucous operation); (3) abscess of the septum; 
(4) destructive diseases such as syphilis, lupus, and 
atrophic rhinitis. 

Two inches of the ninth rib is removed and split, 
the outer periosteum-covered half being used. 
Carter has recently advocated the use of a transplant 
composed of half cartilage and half bone taken from 
the end of the rib. 

There are two routes by which the transplant 
may be introduced: (1) through an incision be- 
tween the eyebrows; (2) from within the nasal 
cavity. Carter prefers the latter in the majority 
of cases as no external scar results. There is no 
additional risk of infection where the technique is 
properly carried out. Special instruments are used 
for the preparation of the field for the graft. 


Carter’s original work in bone-transplantation 
began seven years ago, his cases therefore are old 
enough to furnish conclusions, i.e.: 

1. Bone with or without periosteum and free 
in the soft tissues of the nose is osteogenetic and also 
acts in an osteo-inductive capacity. 

2. Bare bone connected with live periosteum- 
covered bone is osteogenetic and osteoconductive; 
the points of greatest growth being where it comes in 
contact with the bone and the periosteum. 

3. A periosteum-covered transplant in contact 
with live periosteum-covered bone establishes a 
firm bony union with the latter in three weeks, and 
seems practically unaffected by its changed abode. 

4. The transplantation of bone affords the best 
means for correcting nasal deformities resulting 
from a deficiency in the bony or cartilaginous frame- 
work of the nasal arch. 


THROAT 


Heitger, J. D.: Some Generally Unrecognized 
Points in the Anatomy of the Tonsils. Lancet- 
Clin., 1916, cxv, 163. 


The importance assumed by the tonsil in the last 
decade demands a thorough knowledge of its anat- 
omy, and a perusal of the average text book and 
handbook of anatomy shows that there are many 
gaps and much to be desired. He then considers 
in detail the blood supply of the tonsil and the lymph 
drainage through the tonsil from the nose, gums, 
and teeth. The embryology and anatomy of the 
folds or plica and the so-called capsule of the tonsil 
are discussed and mention is made of the effect of 
the position of the tongue and head upon the rela- 
tions existing between the blood-vessels and the 
tonsils. Finally, the author refers to the practical 
importance of all these points (1) in the indication 
for removal of the tonsils, (2) in the technique of 
removal, (3) in the control of hemorrhage, and (4) 
in the post-operative healing. Orto M. Rort. 


Fetterolf, G.: The Larynx in One Hundred Cases 
Dying of Pulmonary Tuberculsis; a Clinical 
Post-Mortem Study. Laryngoscope, 1916, xxvi, 
37- 

The present report deals with the gross appearance 
of the following structures: epiglottis; aryteno- 
epiglottic folds; ventricular bands; vocal cords; 
arytenoid cartilages; interarytenoid space. The 
microscopic findings are left for a subsequent 
communication. Of the 100 cases, 83 showed 
gross tuberculous lesions, 13 showed absence of 
disease, and 4 were doubtful. The epiglottis was 
tuberculous in 59 cases, non-tuberculous in 37, and 
doubtful in 4. The type of lesion was as follows: 


Infitration with superficial ulceration.......... 19 
Infiltration with deep ulceration.............. 4 
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The aryteno-epiglottic folds were non-tuberculous 
in 42 cases and tuberculous in 58, with the following 
lesions: 

Infiltration with superficial ulceration.......... 

Infiltration with superficial and deep ulceration. 1 

The ventricular bands were doubtful in 1 case, non- 
tuberculous in 57, and tuberculous in 42, as follows: 


Infiltration with superficial ulceration. ........ II 


The vocal cords were non-tuberculous in 51 
cases and tuberculous in 49, as follows: 


Infiltration with superficial ulceration.......... i 
Infiltration with deep ulceration.............. 6 
Superficial and deep ulceration................ 4 


The arytenoid cartilages were non-tuberculous 
in 43 cases and tuberculous in 57, as follows: 


Infiltration with superficial ucleration......... 

Infiltration with deep ulceration. ............. 3 


The interarytenoid space was non-tuberculous 
in 51 cases and tuberculous in 49 as follows: 

Otto M. Rott. 


New, G. B.: Fibrolipoma of the Larynx. J. Am. M. 
Ass., 1916, Ixvi, 566. 


The author reports the case of a woman who 
complained of hoarseness for the past 8 years. 
Examination of the larynx revealed a tumor in the 
left side, covered with mormal looking membrane, 
apparently bulging the aryteno-epiglottidean fold. 
The left cord was not visible and only the posterior 
third of the right cord could be seen. The tumor 
did not change its position during respiration. It 
was quite elastic and easily indented with a probe. 
Its apparent size was one inch in diameter. Thy- 
rotomy was performed and the mass shelled out. 

The author reviews the literature of the subject — 
23 cases in all. The youngest patient was a boy 
8 years of age; the oldest, a man 8o years old. 

Otto M. Rorr. 


Barwell, H.: Cicatricial Stenosis of the Larynx 
Treated by Intubation. Lancet, Lond., 1916, 
exc, 462. 


The author presents a case report and draws 
attention to the clamped tube devised by Rogers 
& Delavan of New York. This apparatus consists 
of a vulcanite intubation tube held in position by 
a clamp passed through the tracheotomy fistula. 
The clamp is made of white metal, is in two pieces 
for separate introduction like an obstetric forceps, 


and has a plug which screws on over the shank to 
fix it. This procedure (1) prevents the danger of 
spontaneous extubation; (2) permits the patient to 
be treated at home inasmuch as extubation cannot 
occur spontaneously; (3) it keeps open a fistula in 
the neck so that a tracheotomy tube may be easily 
introduced should dyspnoea follow removal of the 
tube. Orto M. Rort. 


Imperatori, C. J.: Some Methods Useful in Direct 
Laryngoscopy. JN. Y. St. J. Med., 1916, xvi, 16. 


The author discusses the subject of direct laryn- 
goscopy by means of the various instruments as 
those of Jackson, Mosher, Lynah, Breunning, Hill, 
and Killian’s suspension apparatus, and offers the 
following suggestions and warnings: 

1. In children and especially in infants, if the 
examination is prolonged, there is marked danger of 
inducing an oedema of the larynx. 

2. Gagging invariably means that the operator 
is pressing the larynx forward with the beak of the 
instrument in the entrance of the cesophagus. 

3. The smaller the tube, the easier for the patient, 
but the larger ones are preferable to use while op- 
erating. 

4. The spatula should be warmed before in- 
troduction. 

5. Extra lights and batteries should be at hand. 

6. Biting and cutting instruments should be 
introduced closed. 

7. The use of rolled gauze or tampons for mop- 
ping and cleaning the field is advised. ; 

8. The Bruenning electroscope should be focused 
and the Jackson type of instruments should be 
brought to the proper degree of illumination before 
introduction. 

-The author operates under local anesthesia in 
the vast majority of cases, the method of application 
being to begin at the tip of the tongue and swab the 
lingual surface toward the pharynx. Then the 
pillars of the pharynx, soft palate, and tonsils are 
swabbed, then the epipharynx and posterior wall, 
then the vallecule, the laryngeal surface of the 
epiglottis, laryngopharynx, pyriform _ sinuses, 
arytenoids, and finally the vestibule of the larynx. 
Three to five applications of a 20 per cent cocaine 
solution are applied within 20 minutes, the last 
application being made to the epiglottis and the 
larynx. 

The suspension method is described and the in- 
struments and position of the patient in the other 
methods of direct laryngoscopy are discussed, as 
well as the advantage of these methods for such 
procedures as intubation, epiglotectomy, treatment 
of retropharyngeal abscess and abscess within the 
larynx. 

The fox terrier is recommended as an ideal subject 
to use in the teaching and practice of direct laryn- 
goscopy. 

In conclusion the author dwells on the importance 
of repeated practice in order to perfect one’s tech- 
nique, or the more satisfactory picture presented by 
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the direct method, and on the great possibilities, both 
from a diagnostic and operative standpoint, which 
the direct method offers. Orro M. Rort. 


Fraser, J. S.: Fatty Tumor of the Hypopharynx 
Obstructing the Larynx. Edinb. M. J., 1916, 
XVl, 45. 


Fraser reports the case of a man, aged 76, who 
had increasing hoarseness and dyspnoea over a 
period of two years. After eighteen months indirect 
laryngoscopy was performed with relief for a short 
time, but later the dyspnoea became so marked 
that the patient had to lie on the left side to breathe 
at night and had increasing dysphagia. 

Laryngoscopy showed a large, lobulated, pedun- 
culated, yellowish-pink tumor growing from the 
left lateral wall of the pharynx and the left aryteno- 
epiglottic fold. The growth was hanging down into 
the aperture of the larynx and was alternately 
sucked into and blown out of the larynx with 
inspiration and expiration. It was removed by 
suspension laryngoscopy, under local anesthesia, 
with the cautery snare, and the patient discharged 
in ten days. Microscopic examination showed the 
growth to be a lipoma. 

A careful search of the literature shows records 
of only five cases of lipoma of this region in patients 
whose ages varied from 13 to 71 years. The tumors 
sprang from the epiglottis, glosso-epiglottic fossz, 
base of the tongue, aryepiglottic fold, and pyriform 
sinus. An interesting observation was the slight 
symptoms produced by the large growths which 
must be completely removed or rapid recurrence 
occurs. ELLEN J. PATTERSON. 


Carpenter, E. W.: Report of Forty-six Cases of 
Intubation. J. So. Car. M. Ass., 1916, xii, 11. 


Of the 46 cases intubated there were 11 deaths 
from the following causes: 1 from accident — the 
tube was coughed out; 1 was moribund and hope- 
less before intubation; 2 died from violent struggling 
before intubation; 2 died a few hours after intuba- 
tion with hyperpyrexia; 1 died from cardiac failure; 
2 died because of chronic disease; 2 died from neg- 
lect; careful nursing would have altered the result. 

The advantages of intubation over tracheotomy 
are: 

1. It can be rapidly performed. 


2. It requires no anesthetic. 

3. The parents’ consent is readily procured. 

4- Respiration is continued through natural chan- 
nels. 

5. Dangers of aspiration pneumonia and _ in- 
fection are reduced to a minimum. 

6. No after-treatment is necessary. 

7. The pressure of a properly fitted hard rubber 
tube seldom causes ulceration and acts beneficially 
on the subglottic hyperplasia. 

Among the indications are toneless and whisper- 
ing voice with suppressed cough; urgent dyspnoea 
and the loud stridor of croup during both inspiration 
and expiration; when there is marked recession at 
the base of the sternum and above the clavicles; 
and particularly when the above symptoms can- 
not be relieved by emetics. 

The disadvantages of intubation are: (1) the 
possibility of tracheotomy becoming necessary 
anyway; (2) forcing the membrane into the trachea; 
(3) the tube may become blocked, may be coughed 
out, or may slip into the trachea; (4) the tube may 
create a condition which demands its retention; 
viz., adductor spasm. 

The complications which may arise are: (1) a 
pin-hole aperture through the cricoid region caused 
by swelling; (2) a detached membrane in the glottis 
or the subglottic area; (3) low tracheal membrane. 

As to position, the author favors the prone posi- 
tion. In the 46 cases there were 16 in which more 
than one intubation was necessary —in one case 
as many as 6 intubations being required. As 
causative of this re-intubation are: (1) adductor 
spasm, (2) hyperplastic infiltration, (3) vasomotor 
paralysis due to the pressure of the tube. 

The first extubation is done on the fourth or 
= day and the patient should be watched for an 

our. 

In the hands of an expert the author is satisfied 
that intubation in laryngeal diphtheria is by far the 
best operation. M. Rorrt. 


Cronin, J. J.: Thromboplastin (Tissue Extract) as 
a Hemostatic. J. Am. M. Ass., 1916, lxvi, 557. 


Hess’ thromboplastin was used in 2,036 adenoid 
and tonsil operations in the clinics of the Bureau 
of Child Hygiene of New York City. A summary 
of the results is as follows: 


Results at Clinics 

Pleasant Ave. | East 169th St. | Throop Ave. Lawrence St. Herkimer St. 
June 22, 1915 | June 7, 1915 June, 1915 June 1, 1915 July, rors. 
Number of cases in which thromboplastin was employed. .... 507 395 380 404 | 341 

| 
Results as regards post-operative hemorrhage............... No bleeding No bleeding Very little Very slight No bleeding 
ing bleeding 

Do the children vomit blood as frequently.................+ No No No No No 
Do they have bloody stools as frequently.................-- No No No No | No 
What is the general condition of the child?.................. Very good Good Good Good | Nearly normal 
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Not in a single instance has the operator or nurse 
been compelled to return to the clinic to care for a 
bleeder after operation since the use of thrombo- 
plastin was made a routine procedure. In case a 
hemorrhage did occur, any trained nurse could 
apply the hemostatic while awaiting the arrival of 
the medical inspector. Although thromboplastin 
solution is used liberally in the throat, and no doubt 
some of it is swallowed, there has been no case of 
ilaess resulting. 

Thromboplastin is safe, effective, and easily ap- 
plied. Epwarp L, CorNELL. 


MOUTH 


Alexander, G. J.: Radical Operation of the Maxil- 
lary Sinus Under Local Anzsthesia; Report 
of Two Interesting Cases. J. Ophih., Olol. & 
Laryngol., 1916, xxii, 39. 


The radical operation employed is the Denker 
operation. The technique of the administration of 
the anesthetic is as follows: After the application of 
a 20 per cent solution of cocaine to the gingival 
mucosa and to all the parts in the nose on the side 
to be operated on, infiltration anesthesia is begun 
by injecting 6 ccm. of a 2 per cent solution of 
novocaine into the soft tissues of the canine fossa 
and into the mucosa of the alveolar process, dividing 
the solution between four points, the first two under 
the periosteum of the alveolar process to get an- 
esthesia of the bone, the third, close to the infra- 
orbital nerve, and the fourth into the soft tissues 
near the zygomatic process. 

Going back to the nose, 2 ccm. of the novocaine 
solution is divided between three areas: the first is 
the posterior half of the inferior turbinate on its 
median surface; the second at the anterior end of 
the inferior turbinate; and the third on the floor of 
the nose under the periosteum in the fossa pyri- 
formis. To the total quantity of the novocaine 
solution used (8 ccm.) 4 or 5 drops of adrenalin are 
added. The operation is begun after an interval of 
10 or 15 minutes. The anesthesia thus produced 
will last two to three hours. 

After removing the anterior and lateral wall of 
the sinus, the cavity is packed with gauze containing 
a 20 per cent solution of cocaine with 4 or 5 drops of 
1:1000 solution of adrenalin. This is left in situ 
for 10 or 15 minutes before proceeding with the op- 
eration. The only points where there is pain are 
around the infra-orbital nerve and along the poste- 
rior-superior portion of the nasal wall. 

The author claims four distinct advantages for 
local anesthesia: 

1. In such conditions as serious heart lesions, 
pulmonary tuberculosis, kidney lesions, etc., its 
administration is imperative. 

2. A number of patients have an insurmountable 
dread of a general anesthesia and gladly accept 
the opportunity to have operative conditions cor- 
rected under local anesthesia that might otherwise 
go on to a serious termination. 


3. The number of days in bed and confinement 
to the hospital, a week or ten days, that is usual 
with general anesthesia in hospital cases, is in many 
instances inconvenient to the business man or to 
the wage-earner, to say nothing of the antipathy 
many have to confinement in the hospital. 

4. The operation is more easily accomplished with 
the co-operation of the patient; in the natural 
position of the parts, as when in a sitting posture, 
hemorrhage is less difficult to control; better il- 
lumination can be maintained; better facilities for 
viewing more accurately all parts of the cavity 
during operative procedures; and all after-treatment 
can be done at the office. Orto M. Rorr. 


Skillern, R. H.: When Shall We Operate in Chronic 
Maxillary Sinusitis and What Form of Opera- 
tion Shall We Choose? J. Ophth., Otol. & Laryn- 
gol., 1916, xxii, 20. 

The following factors are taken into consideration 
in determining the indication for operative inter- 
ference: (1) the general condition of the patient; 
(2) the history of the disease; (3) the probable 
pathological condition of the sinus mucosa and the 
osseous walls; (4) occupation, social condition, age, 
and sex; (5) retention, threatened orbital or cerebral 
complications. 

1. As to the general condition of the patient, 
if he is severely affected; unable to follow his usual 
occupation; suffering from continuous or inter- 
mittent pain; head suffused and congested; sleep 
badly disturbed; profuse, purulent discharge from 
nose and posteriorly into the throat; intermittent 
fever and generally miserable, immediate evacuation 
by needle puncture is advised. If the patient is 
depressed and bordering on melancholia, a radical 
operation for cure is indicated instead of treatments. 

2. If the history shows the disease to be of dental 
origin, an immediate operation is advised. If 
there is a history of recurrent attacks, a radical 
operation should be advised if a cure is to be ex- 
pected but the decision is left to the patient. If a 
patient states that he has been troubled for several 
years with his nose, but only lately has the dis- 
charge been profuse and the headaches severe and 
persistent, the chances are that only a radical opera- 
tion will result in a cure. However, conservative 
treatment may be tried first. 

3. If permanent pathological changes in the form 
of polyps or polypoid hypertrophies are present, 
radical operation is indicated. Likewise is the 
radical procedure demanded if there is involvement 
of the bony walls. 

4. As to occupation, masons, drivers, plumbers, 
and outside workers can carry a diseased antrum 
with less discomfort than a schoolteacher, a barber, 
or a hotel clerk, and consequently the radical opera- 
tion, other things being equal, is more urgently 
indicated in the latter class of people than in the 
former. People with limited means and limited 
time had best be cured promptly by the radical 
operation. As to age, any form of purulent maxil- 
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lary sinusitis in the very young (6 months to 12 
years) which shows a tendency to become chronic 
calls for immediate surgical intervention. In 
young adults the general system is usually vigorous 
and will respond quicker to conservative means 
than in older persons. 

5. Where there is retention, threatened orbital or 
cerebral complications, a radical operation is im- 
perative. 

The selection of the form of operation depends 
upon: (1) the etiology of the disease; (2) the 
chronicity of the disease; (3) the tendency and 
course of the disease; (4) the age of the patient; 
(5) the social condition of the patient; and (6) the 
physical condition of the patient. 

1. As to the etiology of the disease, mention is 
made of that type of dental origin in which the 
Cowper method is indicated. 

2. As to chronicity of disease affecting the type 
of operation, it is stated that the greater the changes, 
the greater or more radical the operation. 

3. As to the tendency and course of the disease, if 
previous irrigations caused the disease to abate, only 
to recur after treatment was discontinued, there 
is a good prospect of effecting a permanent cure by 
the preturbinal method. 

4. If the patient is an infant or a young child the 
intranasal is better than the external operation, 
unless there is an orbital complication or an external 
rupture. In the old, extensive radical operations 
are usually not indicated. 

5. For female members of the better class, the 
preturbinal operation suffices, while for those of the 
working class the Denker or Caldwell-Luc operation 
is indicated. 

6. Chronic invalids with serious internal disease 
need not take a general anesthesia as the pre- 
turbinal operation under local anesthesia is com- 
paratively simple. Even should the more radical 
Denker operation be indicated, local anesthesia is 
still practicable. Otro M. Rorrt. 


Hartzell, T. B., and Henrici, A. T.: The Dental 
Path; Its Importance as an Avenue of Infec- 
tion. Surg., Gynec. & Obst., 1916, xxii, 18. 


The paper deals chiefly with the primary and 
secondary effects of the commonest known mouth 
organism, the streptococcus viridans, which con- 
stitutes one-half of the bacterial flora of tooth sur- 
faces and may in actual numbers aggregate from 
three to three hundred million to the milligram of 
tooth scrapings. These organisms enter the cir- 
culation through the gum crevice, which has a very 
thin, meager, imperfect epithelial defense, as is 
shown by microphotographs of normal tissue. 
They enter also through pyorrhoea pockets, and 
through the roots of dead teeth, thence through 
vene and perivascular lymphatics into the deeper 
structures and general circulation. 

The authors emphasize the fact that the gingival 
crevice in the adult mouth is thirty inches in length. 
Ulceration of the gingival margins occurs by reason 


of the extension into the crevice of the growth from 
the tooth’s surface, which contains, in addition to 
enormous numbers of streptococci, great numbers of 
staphylococci. This ulceration soon breaks down 
the peridental membrane and deepens the gingival 
crevice. An average depth of one-eighth of an inch 
in gingival crevices means that the aggregate of 
ulcerating surface would be three and one-half 
square inches, and they state it is not at all un- 
common to find an average depth of one-quarter of 
an inch of ulcerating gingival crevice which would 
mean an absorbing ulcerating surface of 7.5 square 
inches, which condition may exist without the pa- 
tient’s knowledge. 

In an examination of more than 200 chronic 
dental granulomata, or the commonly so-called 
apical abscesses, they find the predominating 
organism to be the streptococcus viridans in every 
case. They show human lesions together with 
parallel experimental animal lesions of joints, 
blood-vessels, kidneys, heart-muscle, heart-valves, 
and striated muscle, produced by streptococcus 
viridans obtained from dental abscesses and pyor- 
rhoea pockets. 


Earl, G.: Focal Points of Infection with Special 
Reference to Root Abscesses. Si. Paul M. J., 
1915, xvii, 784. 

The author relates the history of nine cases 
observed by him, in which the clinical connection 
existing between focal points of infection, more 
especially chronic alveolar abscesses, infected antra, 
tonsils, and ear passages, and remoter symptoms, 
as gastric disturbances and lesions, arthritis, cardiac 
inflammations, neuralgic tendencies, etc., is shown. 

He concludes: 

1. The causal relationship of focal points of in- 
fection to many heretofore doubtful symptom- 
complices has been proved experimentally and 
clinically. 

2. Focal points of infection should be kept in 
mind by every practitioner, no matter what his 
specialty. 

3. The head seems to lead in harboring such focal 
points of infection. 

4. Errors of diet and disturbances of internal 
secretions must be ruled out, as they may cause 
phenomena similar to focal points of infection. 

5. Tonsils, when guilty, should be removed as 
soon as the very acute symptoms have subsided 
and should not be left until the rheumatic attack 
has run its course. 

6. Root abscesses vary in symptoms caused, 
according to type and strain of infection, individual 
resistance, habits, and other complicating diseases. 

7. In diseased teeth of the upper jaw, examina- 
tion of the antrum should never be neglected. 

8. Focal points of infection must be thoroughly 
eliminated, because the smallest area of absorption 
is sufficient to produce symptoms, and residual foci 
are more difficult to diagnose and treat. 

H. A. Ports. 
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Sanford, A. H., and New, G. B.: The Relation of 
Ameebiasis to Pyorrhoea Alveolaris. Surg., 
Gynec. &9 Obst., 1916, xxii, 27. 


During the past 65 years many observers have 
reported the finding of amoeba in human mouths. 
These have usually been considered non-pathogenic 
parasites until the reports of Smith and Barrett, and 
Bass and Johns, that these organisms are the 
cause of pyorrhoea alveolaris. Sanford and New 
have made examinations of patients with pyorrhcea 
during the present year. Cases in the first series 
(327) were graded according to the severity of the 
disease. It was found that in at least 14 per cent 
of apparently normal mouths, amoebe could be 
demonstrated. In grade 1 pyorrhoea patients 
showed amoebe in 43+ per cent of cases on first 
examination; grade 2, 62+ per cent; grade 3, 71+ 
per cent; grade 4, 80+ percent. The authors suggest 
that the increase in percentage of cases is in direct 
proportion to the degree of pathologic change in 
the mouth suitable for their existence. In two 
small series of cases their results were negative in 
attempting to cure pyorrhoea with emetin. 

Clinically, they could show no parallelism between 
entamoeba buccalis in the mouth and entamceba 
histolytica in the stools of patients with chronic 
dysentery. A few experiments were performed in 
injecting pus containing amoebe about the teeth of 
animals, also directly into the cecum of cats, accord- 
ing to the method of Sellards and Bartjer. These 
were all negative, but the authors believe that be- 
fore entamceba buccalis is established as the cause 
of pyorrhoea alveolaris its pathogenicity must be 
demonstrated by animal experimentation. 


Rhein, M. L.: Deep-Seated Alveolar Infections. 
Surg., Gynec. & Obst., 1916, xxii, 33. 

Frequent errors result in diagnosing alveolar ab- 
scesses as cases of pyorrhcea alveolaris. 

The toxemias resulting from dental granulomata 
where pus is not even present is far greater than the 
toxemias resulting from pyorrhceal discharges. 

Dental granulomata at the ends of roots of teeth 


are mainly caused by incorrect dental operations. 

The classic teaching of the dental school not to 
force a root-filling through the foraminal opening 
has been proven to be wrong. 

The great advance in the art of dentistry follow- 
ing this error in teaching, resulting in beautiful 
crowns and bridgework, has been a great factor in 
the increase in mortality of adults, due mainly to 
diseases of the heart, blood-vessels, kidneys, etc. 

Extensive bacteriologic work and roentgenograph- 
ic observation has shown positive evidence of rein- 
fection starting at the crater-like entrances to the 
root-canals wherever the filling material does not 
pass through the end of the root and seal these 
foraminal openings. Where, however, the pulp has 
been entirely removed and likewise every patho- 
genic area in the periapical region eradicated, and the 
canals hermetically sealed with gutta-percha so that 
the gutta-percha seals the entrance to the canals 
at the ends of the roots, it has been reasonably prov- 
en that no recurrence of infection takes'place. The 
reentgenographic observation shows that the rare- 
fied alveolar spaces are replaced by new structure. 

The pathogenic state of the periapical region is 
eradicated by ionization. 

The physician can soon learn to distinguish a 
correct root-filling by studying a roentgenograph of 
the completed work. 


Prenn, J.: Abscess of the Tongue, with Report of 
Case. Boston M. & S. J., 1916, clxxiv, 161. 


Acute abscess of the tongue is rare. The great 
vascularity of the organ and the high resistance of 
the mouth structures tend to mitigate infection. 

The diagnosis is not easily made early because 
of the indefinite symptoms such as headache, sore 


‘throat, etc. Later the markedly swollen, tender, 


tense, tongue with possibly fluctuation makes the 
diagnosis easy. 

In the case in question the treatment consisted in - 
longitudinal incision along the side of the tongue. 
About two teaspoonsful of pus were evacuated 
and prompt recovery followed. J. H. Sxizes. 
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SURGERY OF THE 


Head 
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AN INDEX TO SURGICAL LITERATURE 


HE editors of the INTERNATIONAL 
| ABSTRACT OF SURGERY desire to call 
attention particularly to the volume 
index contained in thisnumber. ‘The creation 
of an index to the surgical literature of the 
world is necessarily a matter of evolution 
and too much praise cannot be given to 
those who have worked during the develop- 
mental years towards the creation of this 
present system of collecting in one volume 
the gist of the world’s current surgical litera- 
ture, together with its complete bibliography. 
To the student of medical writing, to the 
research worker, to the surgeon-bibliophile, 
who will seek the original exposition of 
scientific production, it is unnecessary to 
speak in this connection. Nevertheless, it 
becomes a pleasure to present to the reader 
some ideas as to exactly what the editors are 
endeavoring to accomplish. 

In the present volume, effort has been made 
to include a complete bibliography of the 
literature of the past six months pertaining 
to surgery in all its branches, including 
borderline subjects. ‘This index has averaged 
sixteen pages in extent, including approxi- 
mately 1,000 titles, for each of the six num- 
bers comprising the volume. It is arranged 
according to a strictly anatomical classifica- 
tion, figures in bold-faced type indicating the 
pages on which abstracts will be found. 

All articles of originality, of statistical or 
clinical value, or otherwise important, have 
been abstracted. These resumés average in 
number about 225 each month, or 1,350 for 
the volume. The character of these ab- 
stracts, prepared, as they are, by men espe- 
cially interested in the subjects to which the 
original articles pertain, requires no emphasis. 
The arrangement of these abstracts follows 
the same anatomical classification. 

For the volume index, however, this has 
been entirely reconstructed, titles of ab- 
stracted material being arranged alphabet- 
ically, and each title cross-indexed from one 
to three times according to its title or sub- 


ject matter. In this respect the index will 
be found of greatest assistance, since by this 
cross-indexing an article may be found not 
only according to its title but on the basis of 
its subject matter. Subjects such as “Frac- 
tures” and “Pregnancy,” each including a 
large number of articles, have been subdivided 
into several paragraphs, the subdivisions 
maintaining the alphabetical arrangement. 
This should tend to prevent confusion in the 
search for references. In addition, the ana- 
tomical classification of titles of articles not 
abstracted is maintained, with a separate 
index covering this portion of the work. 

Of the surgical borderline material, at- 
tention in particular is called to radiology 
and to experimental surgery. Effort has 
been made to be extremely comprehensive 
with respect to these subjects, radiology be- 
cause of its great diagnostic significance, 
experimental surgery because it represents 
the most advanced field of endeavor. 

In addition a list of the authors of such 
articles as have been abstracted is given with 
the page number, indicating where each 
abstract is to be found. 

The critical reviews, one of which has been 
a feature of each number of the journal, are 
also indexed. These are placed chronologi- 
cally, each with name of author and page 
number. These reviews are compiled by 
men of first rank and are offered especially for 
those readers who desire a thoroughly pre- 
pared digest of some particular topic with 
critical comment. 

To the general surgeon, then, to the gyne- 
cologist, to the obstetrician, to the urologist, 
and to the specialist in the surgery of the eye, 
ear, nose, and throat, this volume is offered as 
a complete bibliography and index covering 
the various surgical specialties. Such im- 
perfections as it possesses, due largely to 
difficulty of access to all medical literature as 
a result of the great war, are recognized and 
more strenuous efforts to overcome these are 
in mind for the future. 
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Results 
with 
the 


tmproved— 


Courtesy of Dr. J. T. Case, Roentgenologist, 
The Battle Creek Sanitarium. 


Eastman X-Ray Film 


HE half-tone cut gives but a sugges- 

tion of the real diagnostic value of 
this Eastman X-Ray Film radiograph, 
showing a clearly defined group of gall 
stones. 

When the diagnosis depends on X-Ray 
results, you may be sure of Eastman 
X-Ray Films. Besides, they are flexible 
and easy to handle; light and compact 
for filing and cost less than plates. 


For sale by all supply houses. New booklet on request. 


EASTMAN KODAK CO., Rocuester, N. Y. 
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Losing Weight 


Occasionally breast- 
fed babies without 
apparent reason 
show a steady loss in 
weight and strength. 
Intelligent investiga- 
tion usually lays the 
blame to faulty diet. 


EAGLE 


BRAND 


CONDENSED 


THE ORIGINAL 


on account of its whole- 
someness, palatability, 
uniformity of composi- 
tion, as well as ease of 
assimilation and simplicity 
of preparation, will be 
found by clinical trial to 
be of great value in these 
cases of impaired nutrition. 


Send for Samples, Analy- 
S, sis, Feeding Charts in any 
4 language, and our 52-page 


book, Baby’s Welfare.’ 
Mailed upon request. 
Borden's 
yes Condensed Milk 
Company 
| Est. 1857 
co 
4 108 Hudson Street 
New York 


See That Little Patch? 


It can’t come off because it’s really vulcanized to the glove— 
that’s just why the 


EL viicanizmc PATCH 


is saving many dollars in hospitals everywhere for 
surgeons who used to discard punctured or torn gloves 
because it took too long to patch them — even then it 
wasn’t safe. But now they use the “ E. Z.” 

Takes only a minute to do it—a little sandpaper 
to ‘‘rough” the rubber around the puncture, a drop of 
gasoline on the patch, and on it goes. Then toss the 
glove into the sterilizer or boil it a few minutes; when 
it comes out, E. Z. patch is a part of the glove; it has 
vulcanized right to it; can’t tear or pull off. Imagine 
anything more simple or clean to Pandle? And it’s 
non-poisonous, non-infecting ! 

A trial envelope containing 12 E. Z. Patches with 


full directions for 25c. Hospital size package, 100 
Patches for $1.00. Sample on it. 


THE E. Z.PATCH CO. Akron, Ohio 


TA 
Electric InstrumentSterilizers 


NOW SAFE AGAINST 
INJURIOUS OVERHEATING 


A protective device shuts off current 
if water fails. 


GUARANTEED FOR FIVE YEARS 


Sizes: 8 in. long to 16 in. long 
Prices: $14.75 to $24.00 


Ask your dealer for a demonstration or give us his name 


The Prometheus Electric Co. 
245 East 43rd Street New York City 
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Peabody, 
Houghteling & Co. 


Established 1865 


10 So. La Salle St. CHICAGO 


Offer Investors 


First Mortgage Securities upon estab- 
lished, profitable properties for long or 
short terms and large or small amounts. 


Maximum Safety that accompanies 
careful investigation and outright pur- 
chase of all securities. 


Attractive Yield from 5% to 6%. 


Experience of over fifty years in supply- 
ing conservative investors. 


Variety in various parts of the United 
States and Canada. 


Service in continuously safeguarding every 
investment and collecting interest and 
principal. 


Advice in the proper investment of special 
funds. 


(Circulars on Request ) 


Flanders’ Standard 
CATGUT 


Plain, Chromic and Bartlett Method 


Sterility— Tensile Strength 
Guaranteed 


Dr. Henry 0. Marcy’s Formula 


Kangaroo Tendon 


SURGICAL AND HOSPITAL MATERIALS 


BUZZELL-FLANDERS CO. 


Manufacturers 


BOSTON - 


U.S.A. 


Cereals 


Shot from Guns 
Food Cells All Exploded 


In Puffed Wheat and Puffed Rice 
we use only the finest kernels. 


They are sealed in huge guns. 
Then revolved for an hour in 550 
degrees of heat. Thus comes that 
fascinating flavor. 


The atom of moisture inside of 
each food cell is changed to super- 
heated steam. When the guns are 
unsealed that steam explodes, blast- 
ing the food cell to pieces. 


Every food cell in every coat of 
the grain is thus fitted for easy 
digestion. In every grain there 
occur over 100 million explosions. 


That puffs the grains to eight 
times normal size. It makes them 
bubble-like and crisp and flaky. 
But it leaves the grains shaped as 
they grew. 


This process— Prof. Anderson’s 
process—results in the best-cooked 
cereals in existence. In some diet 
lists this fact is vital. In all it is 
important. The more you know of 
Puffed grains the more you will 
respect them. 


The Quaker Oats @mpany 


Chicago (1207) 


Puffed Wheat 12¢ 
Puffed Rice 15ce 


Corn Puffs — Bubbles of Corn Hearts — 
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Immunize 


Ath July Wounds 


with 


Tetanus Antitoxin 


The following rules for the prevention of tetanus are from an editorial in the Journal of 
the American Medical Association, 1909, page 954: 


“1, Freely incise every wound. 


‘2. Carefully and thoroughly remove from the wound every particle of 
foreign matter. 


( “3. Cauterize the wound thoroughly with Tincture of Iodine. 
| “4, Apply a loose wet boric acid pack. 
“5. Inject subcutaneously 1500 units antitetanic serum (Tetanus Antitoxin) . 


| “6. In no case should the wound be closed ; it should be allowed to heal by 
granulation. The dressing and packing should be removed every day.” 


The Mulford Tetanus Antitoxin is Furnished in Improved Glass Syringes 
and May be Supplied by All Prominent Pharmacists 


1500 units (immunizing dose) ; 3000 and 5000 units (therapeutic doses). 


Muliord “First Aid” Ampuls 


Prevent Wound Infections 


! (Patent applied for) | 
Break glass tube inside the First break o! 
rubber covering by bear- here to admit air. 


ing down sidewise. 
The Mulford “First Aid” lodine Ampuls, containing 3 1-2 per cent solution of Iodine, 
protect wounded or abraded surfaces immediately with this most effective antiseptic. 
They are effective and easy to use. 


Supplied in packages of 10 Ampuls. Sample ampul mailed upon request. 
Instruct your druggist to place these emergency remedies in stock. 


H. K. MULFORD COMPANY 


Manufacturing and Biological Chemists 


Home Office and Laboratories, PHILADELPHIA, U. S. A. 
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20 PER CENT FASTER 
THAN THE FASTEST 


—and this without sacrifice to contrast or detail—that 
is what we claim for 


DIAGNOSTIC 


X-RAY PLATES 


Eminent roentgenologists report that Diagnostic plates 
are from 20% to 25% faster than the fastest X-Ray plates 
= hitherto produced and at least 50% faster than the aver- 
age plate now on the market. 


What It 1. A big saving in tubes and apparatus. = 
Means 2. A worth while saving in the time of operator. = 
3. Direct work on stomach and chest cases—the = 


Diagnostic will give a crisp, sharp roentgenogram 
with a quarter-second exposure passing through 
the tube 60 m. or even less, 


Equally Good One plate for both direct rays and screen work stand- 


for Both ardizes technique, development and results. . 
Di d Positively no negative glass is used — we employ only is 
irect an new selected glass of the highest quality. 4 
Screen Work Verify these claims for your own satisfaction. Send = 
us a trial order today. P: 
AMERICAN PHOTO CHEMICAL CO. es 


Manufacturers of Diagnostic X-Ray Plates 
ROCHESTER, N. Y. 


New York Agents: THE APPENGOLD CO., 150 Nassau St. 
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When you are 


well armed 


with a good hypodermic syringe— 
and we know of none quite so good as 


our "Aseptic'"— 


and some good hypodermic tablets— 

do you know of any better than those 

we have been making these 30-odd years?— 
you are prepared for 'emergency calls' 

and well equipped with a syringe that 

‘always works and never leaks' and with 

always dependable, perfectly soluble tablets— 

hypodermics that are made and priced right by 


SHARP & DOHME 


**The hypodermic tablet people’”’ 


Chemists since 1860 
**Quality Products” 


DONT BLIND TH 
SURGICAL) EYE 


Wear “Knukifit” Gloves 


The glove with the ‘‘Hump”’ 


Eliminates Tension on Finger Joints. Cramping of 
— and Hand. Wrinkles and Folds in Glove 
ingers. 


Does not Deaden Finger Tip to Sense of Touch, 
hence the “open Surgical Eye. 


It Permits Free and Easy Finger Action and Blood 
Circulation, insuring that All-Important Cuticle- 
Like Touch. 


Write or call your surgical supply house for prices 


THE LINCOLN RUBBER CO. 


AKRON, OHIO 


In the Emergency 


when you must work with swift, sure skill the 


REELE 


HYPODERMIC 


TRADE MARK 
is instantly available. No time wasted with 


tablets or flame. No piston, plunger, or 
water to trouble. Three motions and the 
desired drug is in the tissues doing its work. 


‘The cap (B) comes off with a twist, pnsoverins an a! 


\bso- 
lutely aseptic needle. The stylet (C) is withdrawn. The 
contents of the eee ad are expressed by a gentle, even 
pressure into the t 

It is swift, yoo co satisfactory, and costs no more 

than the onmnesy hypodermic needle. If you are inter- 

ested in a hy dermic that means more efficient =e. we 
to send literature and prices. Or 10c in 

stamps w bring one complete Unit. Test it by a cial, 


Greeley Laboratories, Inc. 


665 Huntington Ave. Boston, Mass. 
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Stanolind | 


Trade Mark:Beg. U. S. Pat. Off. 


Liquid Paraffin 


(Medium Heavy) 
Tasteless — Odorless — Colorless ca. 


Is Not a Host for Bacteria 


On the contrary, it retards bacterial de- Pt 
velopment, and by reason of its lubricating ag 
properties assists in the expulsion of such 
bacterial poison as may have formed in 
the alimentary tract. 


Stanolind Liquid Paraffin not only expe- 
dites the movement of fecal matter 
through the intestines without irritation, 
but at the same time soothes the tissues. 


Stanolind Liquid Paraffin is not a purga- 
tive, but is a lubricant, wholly mechani- 
cal in its action. It is a safe, dependable 
agent for continued internal adminis- 
tration. 


Stanolind Liquid Paraffin is medicinally 
MET rewrs §16 ounces pure, white, tasteless and odorless. The 
thy name Stanolind is a protection to physi- 
i Stanolind 1 cians and patients against 
the dangerous use of oils 
liquid made for commercial pur- 
N MEAVY WS poses only. 
N A trial quantity with infor- 
N mative booklet will be sent 
Ctan Gling] on request. 
| nr Standard Oil Company 
N INTERNAL 72 West Adams Street 
\) | ADMINISTRATIONS | | Chicago U.S.A. | 
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BULLETIN SERVICE 


CHICAGO-JUNE CLINICS 


RINTED Bulletins of the Chicago Clinics of import- 
ance in all branches of medicine and surgery will be 
received by subscribers in the first mail each morning. 
Bulletin service and tickets of admission to all general 
clinics for one month are furnished for a fee of five dol- 
lars. Register at any time and ask for further informa- 
tion which will be furnished under the following heads: 
1—General clinics in all departments of medicine and 
surgery. 
2—Lectures (illustrated). 
3— Ward walk clinics to small classes. 


4—Special courses in which the students in small 
groups may participate in examination of cases. 


5 —Laboratory courses. 
6 — Operative courses (cadaver and animal). 


7—Hospital courses in which the student may ob- 
tain, as a resident, long-term instruction in 
actual hospital or laboratory work. 


8—Public health (specially arranged courses). 


Clini al F iliti Cook County Hospital—2000 beds. 

Ic ac ] 1es Thirteen other leading hospitals in Chicago. 
The organization of these clinics has been under the direction of the 
following committee: E. Wy ANpRews, W. A. Evans, Maxi- 
MILIAN Herzoc, A. J. OcHsNER, DanieL P. TeTer, JosePH L. 


MILLER, JOHN B. Murpuy, J. R. PENNINGTON, and FRANKLIN H. 
MARTIN. 


HEADQUARTERS 


Headquarters, including writing and reading rooms, where the visitor may obtain all 
information about courses, register for classes, secure daily information and keep in close 
touch with all hospitals and laboratories, are located in Rooms 1119-1125, Marshall 
Field Annex Building, 25 East Washington Street. 


Address all communications to 


THE GRADUATE SCHOOL OF MEDICINE OF CHICAGO 


Room 1123, 25 East Washington Street CHICAGO, ILLINOIS 
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COAGULEN CIBA 


(KOCHER FONIO) 


A Physiological Hemostatic 


ISOLATED from Animal Blood by Dr. Fonio with 
the co-operation of Prof. Kocher of the Bern 
University, Bern, Switzerland, who won the Nobel 
Prize for Surgery in 1912. 


COAGULEN CIBA is Non-Septic and Non-Irritat- 

ing. Decreases the necessity for ligatures, hastens 

Sunil tee Riaeatine en ithe the healing of wounds, and is especially valuable in 

“CIBA’’ SPECIALTIES hemorrhages of all kinds, whether external, internal, 
arterial or parenchymatous. 


COAGULEN CIBA Can Be Sterilized without injury to its active principles. 
Made by the SOCIETY OF CHEMICAL INDUSTRY in Basle, Switzerland 


SOLE AGENTS U. S. AND CANADA 


A. KLIPSTEIN & CO., 654 Greenwich St., NEW YORK 


FOR (PATENTED) 


Hernia, Relaxed Sacroiliac Articulations, | 
Floating Kidney, High & Low Operations, 
Ptosis, Pregnancy, Obesity, Pertussis, etc. | 
Adapted to Use for Men, J — ] 
Women, Chiidren and Babies 
No Whalebones 

No Rubber Elastic 
Washable as Underwear 


Storm Binder and Abdominal Supporter 


OBESITY BELT 


Comfortable for sofa and 
bed wear and athletic 
exercises. A practical relief for visceroptosis. 


Send for new folder and testimonials of physicians. General mail 
orders filled at Philadelphia only — within twenty-four hours. 


Katherine L. Storm, M.D. 


* 
A 
J, 
‘i 
T = 
a 
, 


42 


SURGERY, GYNECOLOGY AND OBSTETRICS 


from all cars. ‘Two lines street cars. Complete facilities and equipment, as heretofore 


Entrance Weet House 


Office and Bath House P. 


THE MILWAUKEE SANITARIUM 
FOR MENTAL AND NERVOUS DISEASES 
Located at Wauwatosa, (a suburb of Milwaukee) on C., M. & St. P. Ry., 24% hours from Chicago, 15 minutes gg 3 Milwaukee, 5 minutes 


WAUWATOSA, WIS, 


hic Hospital. Continuous 


baths, fire-proof building, separate grounds. West House: Rooms en suite with private baths. Gymnasium and recreation building: 
Physical culture, “Zander” machines, shower baths, Modern Bath House: Hydrotherapy, Electrotherapy, Mechanotherapy. 30 acres 
beautiful hills, forest and lawn. Five houses. Individualized treatment. Descriptive booklet will be sent upon application. 


EUGENE CHANEY, A.M., M.D. 


RICHARD DEWEY, A.M., M.D. 
J, E. ROBINSON, M.D. 


CHICAGO OFFICE: Marshall Field & Co,, Annex Bldg. 
Wednesday 1 to 8 o’clock, except in July and Aug. 


Demoyer 


Kenosha, Wisconsin 
On C. & N.-W. Ry. 


Successfully operated for over 55 years. 
Located midway between Chicago and 
Milwaukee in 100-acre park, fronting 
Lake Michigan, having an unexcelled 
environment in a most healthful climate. 
Cool summers. 

Offers country quiet with home-like com- 
forts; the atmosphere of a family life and the 
safety of good nursing under experienced med- 


ical care. Food fads or extremes in dietary 
are avoided. 


Correspondence with physicians solicited. 
Address the manager, 
N. A. PENNOYER, M.D. 
Kenosha, Wis. Long Distance Tel. 109 


Chicago Office 
Marshall Field Building, Room 801 
Thursdays 2 to 4 Tel. Randolph 2801 


MILK BOTTLED IN THE 
COUNTRY 


MILK CREAM BUTTER 
BUTTERMILK 


evanston CHICAGO oak PaRK 
WHY NOT HAVE THE BEST? OUR 
WAGONS WILL SERVE YOU ANY- 
WHERE. TELEPHONES AT ALL OFFICES 


THE MAY'S CORSETS 
DESIGNED BY A WOMAN PHYSICIAN 
SPECIALLY ADAPTED FOR 


MATERNITY 


and Abdominal Support in 


SURGICAL CASES 


A Blessing for Stout Women, Invalids and for 
Women who cannot wear ordinary Corsets 
PRICE, $5.00 


Special Terms to Physicians and Nurses 
Write for Booklet No. 2 giving full informa- 
tion and photographic reproductions to 


BERTHE MAY, Mir.,10 E. 46th St., NewYork 


THE INDEXERS 


INDEXERS OF 
SURGICAL JOURNALS 


MISS JULIA E. ELLIOTT, Director 
5526 South Park Avenue CHICAGO 
SEND FOR INFORMATION 


| 
| ss chopathic Hospital 
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Established 1857 
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Problem 


UCCESSFUL surgery does not 
terminate with operations. It in- ae’ 
volves exact and scientific after- ee 

care, including proper daily treatment, a carefully prescribed — outdoor a % 


methods and graduated exercises under expert supervision. 


At Battle Creek everything is planned with care for rest and health better- 
ment—not a detail is overlooked. i 


The Sanitarium is situated in a beautiful section, away from the noise and 
bustle of the city. The air is pure and invigorating and in summer the city F 
is cooled by refreshing breezes from the lakes. (Battle Creek is over 700 
feet above sea level.) 


Trained dietitians who are in constant attendance in the dining-hall, plan 
each patient’s dietary with scientific precision and by the aid of the calorie 
system are enabled to regulate the diet to the needs of each case. 


All approved physiologic methods are efficiently employed 
by trained experts. 


A thoroughly efficient corps of nurses, physical directors 
and attendants numbering more than one thousand 
supplement the work of the medical staff. 


An illustrated book of 229 pages entitled 
“The Battle Creek Sanitarium System” iY’ The 
will be sent gratis at your request. Y Sanita- 


The Battle Creek Box 


Sanitarium Michigan 
“g 1 ‘shall be glad to accept 
Box 81 “gratis a ot 
book entitled ‘‘The Bat 
Battle Creek, Sanitarium System.” 
Michigan 
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BOUND VOLUMES 


Surgery, Gynecology and Ob- 
stetrics is especially designed for 
binding in book form. Our standard 
volumes are substantially bound in an 
extra good grade of blue art canvas, 
stamped in gold. Each volume con- 
sists of six numbers: two volumes to 
the year, January to June and July to 
December. 


Surgery, Gynecology and Obstetrics with International 


Abstract of Surgery, pervolume . . . . ... . $7.00 
Surgery, Gynecology and Obstetrics without the Ab- 

International Abstract of per volume . . . 3.75 


We Can Supply All Back Numbers in Bound Volumes Sneent Vol. Il 


Back Numbers Remened for Binding 


Where copies are returned by subscribers in exchange for 
bound volumes, thecharge per volume for binding will be as follows: 


Surgery, Gynecology and Obstetrics with International 


Abstract of Surgery, per volume - . » $2.28 
Surgery, Gynecology and Obstetrics, pervolume. . . 1.50 . 
International Abstract of Surgery, per volume . . . 1.50 


The prices quoted above include catriage charges on shipments to points in the 


United States and Canada. Express or freight charges on journals returned for bind- 
ing must be prepaid. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


The Bellevue-Stratford 


Broad and Walnut Streets 
PHILADELPHIA 


HEADQUARTERS 


Seventh Annual Session 
CLINICAL CONGRESS OF SURGEONS a 
OF NORTH AMERICA ja 

October 23-28, 1916 


45 
4 \ - ; ¥ 
+ 


46 SURGERY, GYNECOLOGY AND OBSTETRICS 


Pacific Coast Summer 


Excursions 


—a California summer is delightful. 


Cool always by the seashore and in the 
mountains. 


San Diego Exposition open all of 1916. 


Stop on your way and visit the Colorado Rockies, 
Old Santa Fe, the Painted Desert, Ancient 
Indian Puebloes, Petrified Forest and the 
Grand Canyon of Arizona. Four daily Cali- 
fornia trains. Fred Harvey serves the meals. 

Folders of Trains and Trip Uton Request. 


GEO. T. GUNNP, 
Railway Exchange Bldg. E. Jackson St., Chicago 


HOTEL WOODSTOCK 


W. H. VALIQUETTE, MANAGER 
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43RD STREET, JUST EAST OF TIMES SQUARE, NEW YORK 


| 
| 
i 
i 
| 
THE 
be 
| 
| 
d | 
2 
| 
| 
a 


SURGERY, GYNECOLOGY AND OBSTETRICS 47 


Doctor, You Can’t Afford to Have 
Your Car Laid Up for Repairs 


Polarine minimizes friction and repairs and adds power and life to your motor. 
Use Polarine and lubrication begins the minute your engine starts. 

Polarine sales are increasing at the rate of one million gallons a year. Its use is 
recommended by the Standard Oil Company for any style or make of car. 


FRICTION REDUCING MOTOR OIL 


is not only fair weather oil. It flows Polarine is produced scientifically by 
as freely at zero as at 100 degrees. It acknowledged authorities who have 
maintains the correct lubricating body made a life study of lubrication. 


Order a half barrel today and protect 
at any motor speed or temperature. your car investment. 


Standard Oil Company (=) Chicago, U.S.A. 


Use Red Crown Gasoline and get more power, more speed, more miles per gallon *!* 


SURGERY, GYNECOLOGY AND OBSTETRICS 


New Post-Graduate 


Medical School and Hospital 


SPECIAL COURSES IN SURGERY — 


Operations, Surgical (Cadaver)—Prof. Heyd. Four weeks. 

Operative Gynecology (Cadaver)—Prof. Heyd. Four weeks. 
Operations, Orthopedic—Prof. Albee. 

Operations, Surgical, in Operating Room—Adj. Prof. Moorhead. 
Operative Gynecology, in Operating Room—Dr. Rundquist. (Class limited.) 


Operative Urological Surgery (Cadaver)—Adj. Prof. McCarthy. Ten les- 
sons by appointment. 


Eye Operations (Cadaver)—Adj. Prof. Virden. Four weeks. 

Nose and Throat Operations (Cadaver)—Adj. Prof. Lovell. Four weeks. 

Nose and Throat Operations, in Operating Room-—Adj. Prof. Lovell and 
Dr. Freligh. 

Ear Operations (Cadaver)—Adj. Prof. H. B. Brown. Four weeks. 

Cystoscopy and Endoscopy (Male), Course A.—Prof. Squier and Assis- 
tants. Ten lessons. Technic of endoscopy and cystoscopy, catheteri- 
zation of ureters and treatment of genito-urinary disease. 

Cystoscopy and Endoscopy (Male), Course B.—Prof. Squier. The more 


serious diseases of the bladder, ureters and kidneys demonstrated 
and treated. 


Cystoscopy and Endoscopy (Female)—Dr. Ayres. Nine lessons. Technic 
of endoscopy and cystoscopy and ureteral catheterization. 

Cystoscopy and Endoscopy (Female)—Adj. Prof. Furniss. Nine lessons. 
Technic of endoscopy and cystoscopy and ureteral catheterization. 

Anesthesia—Dr. Coburn. Six lessons; latest methods of inducing and 
maintaining general surgical anesthesia. 


Anesthesia— Dr. Rundquist. Four or more lessons. Individual in- 
struction. 


For Full Particulars Address 


SECRETARY OF THE FACULTY 
303 East Twentieth Street NEW YORK CITY 
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A Tonic with 
Food Value 


You will find in Malt-Nutrine valuable 
tonic properties due to the aromatic 
bitter principles of Saazer hops. You 
will also find the food value of more 
than 14 per cent. of pure malt extract. 
The ingredients of Malt-Nutrine are 
carefully and properly chosen to consti- 
tute a real food-tonic and are combined 
through scientific processes under the 
direction of competent chemists. 


WiNulune 


TRADE MARK, 


is the recognized standard of medicinal 
malt preparations. It is extensively 
prescribed by physicians as a food-tonic 
for nursing mothers, protracted conva- 
lescence from acute diseases, insomnia 
and many other conditions. Do not 
confuse it with cheap dark beers. 


Pronounced by the U. S. Internal 
Revenue Department a 


PURE MALT PRODUCT 


and not an alcoholic beverage. 


ANHEUSER-BUSCH St. Louis 
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Pituitary Liquid— 
is physiologically stand- 
ardized and is free from 
preservatives. 

1 c. c. ampoules, boxes 
of six. 


Thyroids— 
Standardized. Powder; 
Tablets, 2 gr., 1 gr., 1-2 
gr., 1-4 grain. 


Pineal Substance— 
Powderand Tablets, 1-20 
grain. 


Parathyroids— 
Powder and Tablets, 
1-20 grain. 


Our advantages make us 
headquarters for the or- 
gano-therapeutic products 


ORY 


Doctors Should 
Specify 


In a paper on Corpus Luteum in the January 29th number 
of the New York Medical Journal, Dr. Sajous states: 


‘*The two most important prerequisites to success in the use 
of the drug appear to be: 

‘"3, The selection of a preparation made exclusively from 
the corpora lutea of pregnant animals, and 

‘‘a, Due attention to the fact that the action of the drug is fre- 
quently slow in asserting itselfand that the drug should be given up 
only when thorough trial has demonstrated its lack of efficiency.’’ 


Corpus Luteum (Armour) is made from true substance. The glands are 
gathered in our abattoirs and we know what we are using. 

Corpus Luteum (Armour) is supplied in 2-grain capsules, bottles of 50; 
5-grain capsules, bottles of 50; 2-grain tablets, bottles.of 100. 

Specify Armour’s and you will get the best the market affords, 


Pituitary, Anterior— 
Powder and Tablets, 
2 grain. 


ARMOUR COMPANY, Chicago 


Pituitary, Posterior — 
Powder and Tablets, 
1-10 grain. 


THE PHYSICIAN CAN RELY UPON 


HORLICK’S 


The Original Malted Milk 


as a protection against unsanitary milk 


Owing to the facilities possessed by the company to obtain clean milk through- 
out the year of uniform quality, as evidenced by the careful selection of herds 
and stringent regulations that are in force in all of their dairies. 


HORLICK’S MALTED MILK is secure from contamination, is put up 
in sterilized containers, is constant in composition, and is easily kept 
in any home in the hottest weather without deteriorating. 


It makes possible the carrying-out of a progressive method of feeding that conserves 
the best interests of the weakest baby 


See that your patients get “ HORLICK’S” the Original and thus avoid substitution 


HORLICK’S MALTED MILK COMPANY 


Racine, Wisconsin 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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